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giant stride 


DEPO penicrttin 


MAINTAINS THERAPEUTICALLY EFFECTIVE 
BLOOD LEVELS FOR 
IN THE MAJORITY OF PATIENTS 


1 } M ] ' l 
Upjoh S eged to announce the newest in the 


eries of giant strides in penicillin therapy 
Depo-PeNiciLLIN—96-hour therapeutically effective 
‘ls made possible with a single injection of 
Upjohn niquely prepared Crystalline Procaine Penicillin G 
spended in Peanut Oil containing 2% W/V Aluminum 
Mc noste Pes The l pjohn process ol suspending smaller 
micra particles of Crystalline Procaine Penicillin G 
in Peanut Oil gelled with a dispersing agent also 
fords a free-flowing preparation which may be kept 
at room temperature and administered intramuscularly 
with syringe and needle which do not have to be free 
from moisture. DEPO-PENICILLIN is recommended for 
use in ail those conditions in which other forms 


of repository penicillin have been indicated. 


*® TRADEMARK 


FINE PHARMACEUTICALS SINCE 1886 


KALAMAZOO 99, MICHIGAN 






























1000 ec. flasks 
500 ec. flasks 
125 ce. flasks 
for hospitals 


IN ce . AMIGEN 5% 
N85 DexTROSE SOLUT 


wbineg #18. 6 & men OFF i 
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— Test No.___ 
MEAD JOHNSON & CO 
EVANSVILLE. IND, USA 


Like Amigen, Protolysate is an enzymic 
digest of casein and consists of amino 
acids and polypeptides. Like Amigen, 
Protolysate supplies the nitrogen es- 
sential for maintenance, repair and 
growth. 

Unlike Amigen, which may be em- 
ployed both orally and parenterally, 
Protolysate is designed only for oral 
use. 


MEAD JOHNSON & CO., 





The function of Amigen and Protolysate 
is to supply the amino acids essential 
for nutrition. Both can be given in place 
of proteinwhen protein cannot be eaten 
or digested, or in addition to protein 
when the protein intake is insufficient. 
Administered in adequate amounts, 
they prevent wastage of protein, restore 
previous losses, or build up new body 
protein. 


PROTOLYSATE 


For Oral Administration i 
f A dry enzymic digest of casein containing amin? | 
| and polypeptides, useful as a source of read- ' 
lly absorbed food nitrogen when given orilly i 
by tube. Protolysate is designed for admiaist® | 
tion in cases requiring predigested protei2- Ws 
Mode of administration and the amount '@ 

- fiven should be prescribed by the physicit 








MEAD JOHNSON & CO. 


EVANSVILLE, IND., U.S.A. 


1 Ib, cans at drug stores 


EVANSVILLE 21, INDIANA 


There is no shortage now of AMIGEN for parenteral use. There is no shortage now of PROTOLYSATE for oral use. 
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middle age 


Impairment of physical and 
mental activity is often the lot of the 


menopausal woman, beset as she is with 


distressing somatic and emotional symptoms. 


With “Premarin,” such vagaries of the 
climacterium may be prevented. In addi- 
tion to prompt relief of physical discomfort 
following therapy, many patients attest 
to a “sense of well-being’’ marking the dif- 
ference between inactive and spirited 
existence...the “plus” in “Premarin” 


therapy that gives the middle-aged woman 


a new lease on useful and pleasurable living. 


Because “Premarin” is available in three 


potencies, the physician is able to adapt 





a@ youthful spirit 








estrogenic therapy to the particular needs of the 


patient. Tablets are available in 2.5 mg., 1.25 mg. and 
0.625 mg.; liquid, 0.625 mg. in each 4 cc. (1 teaspoonful). 


While sodium estrone sulfate is the principal estrogen in ““Premarin,“’ 


other equine estrogens...estradiol, equilin, equilenin, hippulin... 


are probably also present in varying amounts as water soluble conjugates. 


ee 


* 
CONJUGATED ESTROGENS (equine) 


9 


® 


Ayerst, McKenna & Harrison Limited 22 East 40th Street, New York 16, New York 


*Estrogenic Substances (water soluble) also known as Conjugated Estrogens (equine) 
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disorders 


cirrhosis 
fat infiltration 


tunctional impairment 


toxic hepatitis 
infectious hepatitis 


methischol 


(pronounced meth’ is kol) 


A synergistic combination of METHIONINE, CHOLINE 
and INOSITOL in a LIVER-VITAMIN B COMPLEX BASE 
. . . lipotropic substances which favor the transport of 


fat from the liver to the fat depots of the body... 


for prophylaxis, retardation and specific therapy in 


reparable liver damage. 


each tablespoontul or 3 capsules contain: 


di-Methionine ............ 333 mg. 
RSA Aa seccasckcccres tees 250 mg. 
RUIBRURI0 2 s.de ss scevecvestes 166 mg. 


together with the natural B com- 
plex from 12 grams of liver. 


Supplied, in bottles of 100, 250, 500 and 1000 
capsules and 16 oz. and gallon syrup. 


eB 
advantages of methischol 
1. three efficient lipotropic agents. 
2. natural B complex from liver. 
3. essential, readily utilized METHIONINE. 
4. well tolerated, non-toxic, convenient. 


Detailed literature and sample. 


* . J 
U. S. VITAMIN corporation 
casimir funk labs., inc. (affiliate) 
250 east 43rd street * new york 17, n. y. 

















TO RESTORE THE BALANCE 


Few therapeutic procedures can be used with such 
precision and with such assurance of benefit as the 
modern treatment of diabetes mellitus. Not only can the 
degree of defect in the metabolic capacity of the diabetic 
be readily determined, but it is easy to increase the 
patient’s capacity if desirable. If his own supply of 
insulin is insufficient to support the normal metabolic 
load, it can be made adequate by supplementing with 
Insulin administered hypodermically. 


For prompt effect— 
Iletin (Insulin, Lilly), 40 and 80 units per ce. 





For sustained effect— 
Protamine, Zinc & Iletin (Insulin, Lilly), 40 and 80 units 
per cc. 
Intermediate effects may be obtained by suitable 
admixtures of Insulin and Protamine Zinc Insulin. 


ELI LILLY AND COMPANY 
INDIANAPOLIS 6, INDIANA, U.S.A. 
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IN HYPERTENSION... DIABETES 


prophylaxis 
or 
vascular accidents? 


RUTORBIN ... containing rutin to strengthen the capillary walls 
and ascorbic acid to strengthen the vascular bed... 

# restores and maintains integrity of weakened capillary walls 
= minimizes the threat of cerebral hemorrhage in hypertensives 
# helps to arrest diabetic retinitis: 

Rutorbin Tablets 20/100 (20 mg. rutin, 100 mg. ascorbic acid), bottles of 100 


Rutorbin Tablets scored 60/300 (60 mg. rutin, 300 mg. ascorbic acid ), bottles 


of 50 


T to strengthen the capillary walls 
R U © x ss we and the vascular bed 


SQUIBB RUTIN AND ASCORBIC ACID TABLETS 


SQUIBB 




















PARKE, DAVIS & COMPANY +: DETROIT 32, MICHIGAN 
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TAKA-COMBEX Kapseals assist in correct- 
ing faulty starch digestion and in restoring 
favorable balance of the water-soluble vita- 
mins. The recommended dosage supplies B 
vitamins and vitamin C in amounts which may prevent 
deficiencies arising from states of medical and surgical 
stress. TAKA-DIASTASE® — potent starch-converting fer- 
ment — compensates for amylolytic enzyme deficiency 
and relieves distension, eructation, and other discomforts 
of impaired starch digestion. 


TAKA-COMBEX Kapseals provide a valuable prophy- 
lactic and therapeutic measure for those on restricted or 
inadequate diets, for convalescents, for elderly patients, 
for those with increased metabolic requirements — as in 
hyperthyroidism, in febrile illness, and in pregnancy or 
during lactation. 

DOSAGE: Initially, 2 Kapseals three times daily before meals; after ten to 
fourteen days, 1 Kapseal three times daily. 


Each TAKA-COMBEX Kapseal Contains: 


ee eee pe we ee 2% gr. 
Vitamin B, (Thiamine Hydrochloride) Scat 3 ome. 
Vitamin By (Riboflavin). . . . . “toa he ee 3 mg. 
Vitamin Bg (Pyridoxine Hydrochloride) © eee or ee 0.5 meg. 
Pantothenic Acid (Sodium salt) . . . ” 3) omg. 
Nicotinamide (Niacinamide) . . . . . . . ~ 3) ae 
Vitamin C (Ascorbic Acid) . . . . ae 


With other components of the Vitamin B Complex derived from 
liver. 





PACKAGE INFORMATION; Available in bottles of 100 
and 1000. 
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You have one outstanding drug 
for the treatment 


of depression 





In the depressed patient, 
‘Dexedrine’ Sulfate can be depended upon 
to dispel the characteristic “chronic fatigue”; 
to induce a feeling of energy and well-being; 
and to restore optimism, mental alertness 
and capacity for work. 

Dexedrine’s anti-depressant effect is notable 
for its freedom from distracting elation, 
irritability and inward nervous tension. 

Its uniquely “smooth” action spares the patient 
the uncomfortable feeling of “drug stimulation”. 


Dexedrine Sulfate sete e tix 


The anti-depressant of choice 


Smith, Kline & French Laboratories Philadelphia 


“Dexedrine’ T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F, 
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a new 





adrenolytic and sympatholytic vasodilator 
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PRISCOL 


, . . a valuable adjunct to the treatment of peripheral 


vascular disease. 


Issued: 





99(t) 


Priscol hydrochloride, administered either orally or paren- 
terally, counteracts the constrictive effect of epinephrine- 
like substances which are formed at the vascular myo- 
neural junction. 


Priscol therefore produces circulatory improvement in 
many cases of Raynaud's disease, Buerger’s disease, dia- 
betic gangrene, and arteriosclerotic peripheral vascular 
disease. 


Patients should be closely observed until optimal dosage is 
established since paradoxical effects or orthostatic hypo- 
tension may occur. 

Tablets of 25 mg.; bottles of 100 and 1000. 

10 cc. Multiple-dose Vials, each cc. containing 25 mg. 


1. Grimson, K. S., Marzoni, F. A., Reardon, M. J., and Hendrix, J. P.: 
Surg., 23:728, 1948. 


e Complete information may be obtained from 


CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


Ciba 


PRISCOL (brand of benzazoline) Trade Mark Reg. U.S. Pat. Off. 
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In Colds 


Alleviation of the many distressing symptoms associated with even 
minor upper respiratory infections is promptly obtained by Dasin. 
f Presenting Dover’s powder (1% gr.), aspirin (2 gr.), acetophenetidin 





control 


(1% gr.), camphor (14 gr.), caffeine (14 gr.) and atropine sulfate 

(1/500 gr.), Dasin provides the analgesic, antipyretic and diaphoretic 

actions required for quick relief. Excess nasal and bronchial secre- 

th tions are reduced. Average dose, 1 or 2 capsules every 2 or 3 hours. 
© 


ee, 


distressing For Coughs | 


When annoying cough complicates the respiratory infection, Sedacof 
and Codeine is indicated. Presenting per fluidounce codeine phos- 
e phate (1 gr.), sodium citrate (16 gr.), ammonium chloride (2 gr.), 
di Ss COL nN fo r. f ephedrine hydrochloride (1 gr.), antimony and potassium tartrate 
(1/16 gr.), pilocarpine hydrochloride (1/20 gr.), and aromatics 
(q.s.), Syrup Sedacof and Codeine acts as a secretolytic agent, 
promotes ciliary function important for removal of secretions, and 
affords needed sedation for suppressing the cough reflex. 

Sedacof and Codeine, a palatable syrup, is indicated in the cough 
of the common cold, in laryngotracheobronchial irritation, in- 
fluenza, and the hacking cough of the aged. Average adult dose 1 to 
2 teaspoonfuls 2 to 4 times daily. Children according to age. 
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She S. E. Massengclt Co., 


Bristol, Tenn.-Va. 
NEW YORK ¢ SAN FRANCISCO « KANSAS CITY 
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To Assure 


Potency and Balance 
in Vitamin B Therapy... 


KINNEY’S FORTIFIED YEAST PRODUCTS 





<. 









YEAST EXTRACT 





Numerous clinical reports have indicated that in the 


treatment of vitamin B deficiency, optimal response is secured by 
giving the patient whole vitamin B complex derived from a 
natural source such as yeast, plus specific crystalline B factors. 
Precipitation of other vitamin deficiencies, often caused by single 
vitamin therapy, is thus avoided.'-? 


Kinney’s Fortified Yeast Products have enjoyed wide clinical 
application because they provide, in potent and convenient dosage 
forms, the entire B complex fortified by the addition of the 


essential crystalline B vitamins. 
1. Richards, M. B.: Brit. M. J. 1: 433 (1945). 
2. Elvehjem, C. A., and Krehl, W. H.: J.A.M.A. 135: 279 (1947). 

















FORTIFIED 
YEAST TABLETS 


FORTIFIED | 
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Highly concentrated aqueous ex- 
tract of specially cultured yeasts 
with added crystalline B vitamins. 
Each teaspoonful (5 cc.) contains 
not less than: 

Thiamine Hydrochloride 2.0 mg. 
Riboflavin . . . . 93.0 mg. 
Niacinamide. . . . 20.0 mg. 
Calcium Pantothenate . 1.0 mg. 
Pyridoxine Hydrochloride 0.5 mg. 
with other vitamin B factors con- 
tained in yeast extract. 

DOSE: 1 teaspoonful three times 
daily, or as physician prescribes. 


SUPPLIED : Bottles of 4 fl. oz. ri 


Concentrated tablets containing the 
natural vitamin B complex of 5 
grains of dried brewers’ yeast with 
added: 


Thiamine ‘pamceieg 2.0 mg. 
Riboflavin... 1.5 mg. 
Niacinamide. . . .10.0 mg. 
Calcium Pantothenate . 0.5 mg. 
Pyridoxine Hydrochloride 0.25 mg. 


DOSE: 2 tablets two or three times 
daily, or as physician prescribes. 


1,000 5-grain tablets. 


SUPPLIED: Bottles of 100 and 
1 pint. | 












KINNEY & COMPANY - COLUMBUS, INDIANA 

















A NEW, SUPERIOR 


INTACT PROTEIN-CARBOHYDRATE 


why do patients cooperate ¢ 





BECAUSE Protinal Powder is so delicious, patients actually 
look forward to taking it. They wrefer its delicately 
sweetened flavor and appetizing consistency, and continue 
to enjoy taking adequate amounts to maintain a normal 
nitrogen balance. 

Furthermore, Protinal Powder mixes far more readily 
with water, milk or other foods than do ordinary granule 
preparations and is digested rapidly and completely. 

Protinal Powder supplies all of the protein components 
necessary to maintain life and growth. An invaluable 
therapeutic agent to insure a normal rate of tissue growth 
and repair in infectious diseases, convalescence, pregnancy, 


lactation, anemia, hemorrhages, surgery; in pediatrics and 


geriatrics. 
TASTE Average Dose: 2 tablespoonfuls 3 or 4 times 
SAMPLES daily in water, milk or other food. Protinal 
AVAILABLE Powder is available in 8 oz., 1 Ib. and 5 lb, 


UPON REQUEST bottles (chocolate or vanillin flavored). 


<> THE NATIONAL DRUG COMPANY, PHILADELPHIA 44, PA. 


PHARMACEUTICALS, BIOLOGICALS, BIOCHEMICALS FOR THE MEDICAL PROFESSION 
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digitalize in Spprox 
Digitalin 
; Th : 

; : Nativelle 


digital 






12@s in Opprox 


6 hours 
| 


Long and Short 






of digitalis therapy! 





With Digitaline Nativelle, cardiotonic » DIGITALIZATION 
influence usually becomes apparent 









within three hours. Full digitalization can 









be accomplished as rapidly as six hours 






—instead of in days! 












Only such effectiveness brings the patient 





the desired, quick relief of air hunger 





and discomfort— and with virtual freedom 





from side effects. The physician will welcome 





the ease of administration as well as the 





considerably greater accuracy in therapy. 






' 
Simplicity of administration .. . , 


RapiD DIGITALIZATION . .. 1.2 mg. in equally 
divided doses of 0.6 mg. at three-hour intervals. 







MAINTENANCE ... 0.1 or 0.2 mg. daily 
depending upon patient’s response. 






CHANGE-OVER ... 0.1 or 0.2 mg, of Digitaline 
Nativelle may advantageously replace 
present maintenance dosage of 0.1 gm. or | 
0.2 gm. of whole leaf. 









Current references and comprehensive brochure 

“Management of the Failing Heart” available j 
on request. Also; if you wish, we will send | 
> DIGITALIZATION a full digitalizing dose. Simply address 

Research Division, Varick Pharmacal Company, 


75 Varick Street, New York 13, N. Y. 
















Digitaline Nativelle 


... active glycoside of digitalis purpurea (digitoxin) 











yup CHOLINE 
BICARBONATE 


Wren instituted early and in conjunction with a diet providing large 
amounts of protein and B complex vitamins, Choline therapy inter- 


; 
. rupts the chain of events in the development of portal cirrhosis 
° Thus fatty infiltration of the liver, the forerunner of cirrhosis, is over- 
. come, and the fatal complicating cirrhosis is either forestalled or 
e . i 
e prevented. 
" Syrup Choline Bicarbonate-C.S.C., an entirely new choline prep- 
e 
‘ aration for therapeutic use, is an advantageous means of adminis- 
* tering choline. It is an unusually palatable mixture, provides the 
. equivalent of 12.5 per cent choline base or 14.4 per cent choline 
* 
. 
e 
e 
e 
a 


chloride, and may be given in full therapeutic dosage without gas- 
tric intolerance or nausea. 


Available at all pharmacies in one pint bottles. 





2, VAMMLGLAS OAL 
A DIVISION OF COMMERCIAL SOLVENTS CORPORATION « 17 EAST A2nd STREET © NEW YORK 17. N.Y. 
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To help you picture 


the constituents of 


Bépron’ Fortified 





QO cP egg AE REE OR gg 

















~e 
Because it’s made from prime, edible beef liver dH —liver se 


palatable that fractionation is reduced to a minimum—Bepron Fortified 


contains unusually high liver content <2 Into each fluidounce 
go 2 ounces of fresh liver. Also in each fluidounce — 3 gr. of a more 


ital a ee 





palatable iron, a7 Saccharated Ferrous Iron... 5 mg. folic acid... 





2 mg. thiamine hydrochloride . . . 2 mg. riboflavin... 15 mg. 





niacinamide. Because it is so complete and so exceptionally palatable, 
you may want to prescribe VK Bépron Fortified for patients 


with chronic or nutritional anemia. 





WYETH INCORPORATED, PHILADELPHIA 3, PA. 

























... through 
effective, 
safe 
Urogenital 


Analgesia 


Ambulant patients are promptly relieved of distressing urinary 
symptoms in a large percentage of cases through the simple 


procedure of administering Pyridium in a dosage of2 tablets t.i.d. 


Following oral administration, Pyridium produces a definite 
analgesic effect on the urogenital mucosa. This palliative 
action contributes to the prompt and effective relief that is so 
gratifying to patients suffering from disturbing symptoms 
such as painful, urgent, and frequent urination, nocturia, 


and tenesmus. 


Pyridium is virtually nontoxic in therapeutic dosage. It may 
be employed safely in recommended dosage throughout the 
course of treatment of most cases of uncomplicated urogenital 


infections. 
- 
Literature on Request 


PYRIDIUM 


(Brand of Phenylazo-diamino-pyridine HCl) 


MERCK & CO., Inc. 


RAHWAY. N. J; CRN 7 Prvidiom is the trade-mark of 


the Pyridium Corporation for 


diamino-pyridine HCl. Merck 


Manufacturing Chemists cS . Se en 


in Canada: MERCK & CO., Ltd. 


q & Co., Inc., sole distributors 
Montreal, Que. . ni His United States 





in the 
male climacterie 


..- Testosterone is beneficial ‘The objective in treatment, 
in the same manner as. the which is substitutive, is to 
estrogenic substances in the assist in establishing endo- 
treatment of similar symp- crine and autonomic nervous 
toms in the female.” system balance. .. .” 





United States Dispensatory, ed. 24, 1947 Year Book of General Therapeutics, 
Philadelphia, J. B. Lippincott Chicago, The Year Book Publishers, Inc., 
Company, 1947, p. 1194. 1947, p. 258. 


(TESTOSTERONE PROPIONATE U.S.P. XIII) 


in oil, relieves the distressing accompaniments of 
waning gonadal function in the male. High potency, 
rapid action and well-sustained androgenic effect 
facilitate control of nervousness, irritability, 
despondency, fatigability, palpitations, hot flashes 
and other symptoms of the male climacteric. 


OrETON* fosters maintenance of emotional 





equilibrium and physical and mental vigor. 


PACKAGING: ORETON ampuls of 1 cc., each cc. containing 
5, 10 or 25 mg. of Testosterone Propionate U.S.P. XIII for 
intramuscular injection; boxes of 3, 6 or 50 ampuls. 
Multiple dose vials of 10 cc., each cc. containing 25 or 

50 mg.; boxes of 1 vial. 


*® 


CORPORATION + BLOOMFIELD, NEW JERSEY 
IN CANADA, SCHERING CORPORATION LTD., MONTREAL 











No “Diminishing Returns” 
... In the Management 
of Urinary Infections 


MANDELAMINE 





MANDELAMINE*—a chemical combination of methenamine and 
mandelic acid-—affords constant, high effectiveness in common 


infections of the urinary tract. N 

@ No Drug-Fastness. Moreover, organisms that develop re- » 
sistance to streptomycin and sulfonamides remain fully suscep- \ 
tible to MANDELAMINE.? \ 


@ Excellent Toleration and Acceptability. MANDELAMINE 
is remarkably free of untoward side-effects—no instance of 
sensitization has been reported-convenience and simplicity of 
regimen ensure optimum patient-cooperation. 


@ Clinically Proved Effectiveness. In a series of 200 cases 
of urinary infection, Carroll and Allen? obtained successful 
results in approximately 74 per cent—often within three to | 
six days. 


6 Outstanding Features of MANDELAMINE j 


1. No gastric upset. 2. No fluid regulation. 3. No dietary restric- j 
‘ tions. 4. No need for supplementary acidification (except in j 
presence of urea-splitting organisms). 5. Wide range of anti- 4 
bacterial action. 6. Simple oral administration—3 or 4 tablets 
three times daily. . 


SUPPLIED: Enteric-coated tablets of 0.25 Gm. (3% grains) each, 
bottles of 120, 500, and 1,000. 


*MANDELAMINE is the registered trademark 
of Nepera Chemical Co., Inc., for its 
brand of Hexydaline. 


1. Scudi, J. V., and Duca, C. J.: J. Urol. 


(to be published) REG. U. S. PAT. OFF 
2. Carroll, G., and Allen, H. N.: J. Urol. ‘ 
55: 674 (1946) ‘ Brand of Hexydaline 


(METHENAMINE MANDELATE) 





MEPERA CHEMICAL fe Fes 
Manufacturing Chemists - NEPERA PARK, YONKERS 2, N. Y. 
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when oral estrogen therapy 


ETICYLOL 


the 
most potent 


oral estrogen 





1S preferred in the menopausal 
patient 


Eticylol (ethinyl estradiol) readily controls menopausal symptoms making 
parenteral therapy unnecessary. Only 0.05 mg. t.i.d. is required for initial 
doses. This may be reduced for maintenance therapy. The “sense of well- 
being,” associated with the use of naturally occurring estrogens, is usually 
experienced. Few side effects occur in therapeutic doses. Exceptionally 


low dosage makes Eticylol the most economical steroid estrogen. 


ISSUED: Tablets of 0.02 mg. (white) and 0.05 mg. (yellow) — bottles of 100 


and 250. 


*Formerly Ethiny] Estradiol-Ciba 


@ CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


Ciba 


ETICYLOL (brand of ethinyl estradiol) Trade Mark 2/1403M 
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TO BREAK 
THE VICIOUS CIRCLE 
OF CONSTIPATION 
ideckychotic aetna with aloes) 







@ When poor hygiene and faulty bowel habits 
are retarding regular elimination, Cholmodin 
will aid in restoring normal bowel function by 
mild stimulation of the large intestine with a 
minimum of disturbance to the balance of the 


intestinal tract. 


For the inactive patient—the convalescent, the 
postoperative case, the elderly patient, the cardiac 
—Cholmodin supplies bowel assistance without 


discomfort. 


Each Cholmodin tablet contains deoxycholic acid 


(1% gr.), a natural eliminant, and extract of 





aloes (#4 gr.), the gentle colon stimulant. 


Available in bottles of 50 and 500 tablets. 


AMES COMPANY, INC. exkuart, INDIANA 
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natural preference 





A revealing test! recently was conducted on a group of cardiac 
patients in congestive failure, treated with intramuscular injec- 
tions of different mercurial diuretics, the identities of which 
were unknown at the time to both patients and observers. The 
results showed that the majority clearly evinced a decided— 
and natural—preference for a diuretic agent that caused the 


least pain and discomfort— 


ERCUHYDRIN” 


Similarly, Gold et al? prefer MERCUHYDRIN in their routine 
treatment of the failing heart because “it is less irritant to the 


muscle and is less apt to produce pain”. 


MERCUHY DRINis also preferred by the treating physician 
because of its dependability. It is well tolerated systemically,?.4 
excellent water and salt diuresis is obtained,!-4-6 and the diuretic 
response by intramuscular injection is the same as by intra- 
venous injection.!.4 With a systematic schedule of early and 
frequent administration producing controlled diuresis, 
MERCUHYDRIN aids greatly in prolonging the life, decreasing 


the invalidism and adding to the comfort of the cardiac patient. 





Symptoms of failure, such as peripheral edema, paroxysmal 
dyspnea or acute pulmonary edema, are prevented or mini- 
mized, and the distressing consequences of intermittent 


massive diuresis are obviated. 


DOSAGE: MERCUHYDRIN 1 ce. or 2 cc. intramuscularly or intravenously, injected 
daily or as indicated until a weight plateau is attained. Subsequently, the interval 
between injections is prolonged to determine the maximum period permitted tc intervene 
between maintenance injections. 


PACKAGING: MERCUHYDRIN (merailluride sodium solution) is available in 
1 cc. and 2 ec, ampuls. 
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UNSUSPECTED SYPHILIS 
IN OLDER PERSONS 


By Malford Thewlis, m.p.,* and 
E. T. Gale, m.v.,t Wakefield, R. I 


GENERAL REMARKS 

Unsuspected, unadmitted syphilis is quite common in old age. Syphilis is 
a chronic disease which may show itself in any part of the body, blurring the 
clinical picture so that almost any disease may be suspected. The disease may 
have been acquired in infancy, maturity, or it may be a late manifestation 
of hereditary syphilis. Osler said, ‘Know syphilis in all its manifestations and 
all things clinical will be added unto you.” 

Syphilis should always be suspected in obscure illnesses. One should 
think of it when the symptoms do not balance up, and the clinical pattern is 
bizarre. Syphilis is not uncommon in the upper strata of society; apparently 
no one is exempt from the possibility of a syphilitic taint. 

Syphilis may crop up in elderly people who were infected thirty or forty 
years before. Serologic and spinal fluid examinations may not give any clue 
to the condition. There are many illnesses in elderly people which may be 
influenced by a syphilitic background: hemiplegia, cerebral thrombosis, 
arteriosclerosis, senile dementia, and cardiac symptoms. Even hereditary 
syphilis may cause complications in old age. Astrachan pointed out that he 
had seen hereditary syphilis showing up for the first time when the patient 
was 55 years of age. It may appear still later. 

One of us (M. T.) had an opportunity to study syphilis clinically for 
thirty-seven years in a population which is relatively static. With information 
passed on by two uncles, it has been possible to follow family histories 
extending over a period of seventy years. Patients who were treated before 
the days of arsenical and bismuth preparations are now available for 
observation in old age. This often makes it possible to suspect and detect the 
presence of old, latent syphilis. 


CASE ABSTRACTS 


A man, aged 65, had the tabetic form of dementia paralytica and 
Charcot’s spine. He had never shown positive evidence of the disease in the 
blood but once showed a positive Wassermann reaction in the spinal fluid. 


*Director, Thewlis Clinic, Wakefield, R. I., Author Care of the Aged, 5th ed.; Secretary, 
American Geriatric Society. 

tAssociate, Thewlis Clinic, Wakefield, R. I.; Attending physician, South County Hospital, 
Wakefield, R. I. 

Read before the 5th Annual Meeting of the American Geriatrics Society, Stevens Hotel, 
Chicago, Ill., June 18, 1948. 
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He had been treated years ago with the Swift-Ellis method. A woman, aged 
60, complained of symptoms suggesting peptic ulcer, yet roentgen exam- 
ination of the stomach and duodenum was negative. A study of the blood 
revealed negative Wassermann and Kahn reactions, but a positive Hinton 
test. The patient improved clinically after administration of potassium 
iodide. While roentgenograms of the stomach seldom yield definite evidence 
of syphilis, many patients with gastric syphilis obtain relief from potassium 
iodide and bismuth subsalicylate. 

‘A man, aged 65, infected with syphilis forty years ago, still showed a 
four plus Wassermann reaction in the blood in spite of repeated injections 
of neoarsphenamine and lipobismol. At various times, he had symptoms of 
pleurisy, peptic ulcer, sciatica, and prostatic obstruction. He improved 
rapidly on treatment with bismuth, lived comfortably enough for ten years; 
death occurred when he was 75, ending in a severe urinary tract infection 
with uremia. Before his death, the serologic tests were negative, both 
syphilis and patient being apparently “burned out.” Another man, aged 62, 
was found to have a four plus Wassermann reaction in the blood and was 
treated with neoarsphenamine and bismuth injections. He became severely 
ill following these injections, but recovered soon after they were discontinued. 
He has remained well for two years, taking only calcium iodobehenate. 

A man, aged 60, who was under treatment for syphilis about twenty-five 
years ago, was treated with arsenical preparations and bismuth over a period 
of three years. Serologic tests had been negative until recently the Hinton 
and Mazzini tests were positive. An eruption on his leg responded promptly 
to iodide treatment. He has 50 per cent loss of hearing in both ears without 
a family history of deafness. 

An interesting subject for speculation is a man in his seventies. He 
complained of weakness, fatigue, and progressive diminution of vision over 
the previous two years. Serologic tests were negative, but no spinal fluid 
examination was made. A diagnosis of pituitary adenoma was made by a 
neurologist, and treatment with high voltage roentgen therapy given to no 
avail. He died and his wife was examined because of recurrent migratory 
joint and muscle pains. She had primary syphilis forty years before, and 
supposedly had received adequate treatment. Twenty-five years later she was 
again treated intensively when a spinal fluid examination revealed the 
presence of syphilis. In retrospect, one wonders ‘if her companion might not 
have responded favorably if he had also been treated for syphilis. He 
probably had a brain tumor and syphilis; the possibility of a gummatous 
lesion in the brain should have been considered. 

A sixty-one year old wuman complained of wheezing and cough. She 
felt as if there was something under the sternum that caused a rattle. There 
was some difficulty lying down. Blood pressure was 180/110 mm. Chest 
roentgenogram showed cardiac enlargement with left ventricular enlarge- 
ment. Electrocardiogram showed left axis deviation. Blood Kahn reaction 
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was ++-+--. There was no history of syphilis as far as she knew, but one 
of us treated her former husband for syphilis thirty-five years ago. It is 
impossible to evaluate what part syphilis and arterial hypertension played 
in the patient’s condition; the fact that she is improving clinically on weekly 
injections of bismuth subsalicylate is suggestive that syphilis is one factor 
in her illness. 

Another patient, a man aged 53, supposedly had an attack of coronary 
infarction four years ago. Since that time he has been in an almost constant 
state of nervous tension with frequent hysterical attacks. At times severe 
aching pains have been felt behind the sternum which were described as 
steady, burning, and shooting toward the shoulders; repeated attacks of 
paroxysmal tachycardia’ occurred. Repeated blood tests for syphilis were 
negative. Minnesota Multiphasic Personality Inventory showed a score of 
72 suggesting hysteria. A second check of his family history showed mental 
illness in the family; also that his mother had two miscarriages before he 
was born and two afterward. This led to a spinal fluid examination which 
revealed a normal gold curve, normal cell count, normal protein, but positive 
Wassermann and Kahn reactions. An electroencephalogram was normal. He 
is now under penicillin treatment and there has been considerable improve- 
ment. Of course, it is possible that this patient’s condition may not be due 
to syphilis. 

The lesson drawn from this case is that one should always look for 
syphilis in anyone suffering from an obscure ailment or failing to respond to 
ordinary treatment. 

Another interesting story is that of a 49-year old man. For a long time 
he had been nervous, depressed mentally, and unable to work. He was 
addicted to alcohol and it was thought that he had a Korsakoff’s syndrome. 
A diagnosis of “male climacteric’ had been made by a physician and 
repeated injections of testosterone propionate and vitamin B preparations 
had been given. These gave no results. On a routine check-up, more than a 
year after the onset of his symptoms, a malignant adenoma of the rectum 
was discovered. A combined abdominoperineal resection was performed, and 
the growth completely removed. 

It was thought that the cause of his mental disturbance had been 
eliminated and complete social readjustment was expected. He was unable 
to resume work. He remained mentally depressed, nervous, worried, and 
repeatedly threatened suicide. Curiously, the Minnesota Multiphasic Person- 
ality Inventory failed to produce any abnormal deviations. Although previous 
blood tests for syphilis were negative, a spinal fluid examination now showed 
a negative gold curve, normal protein and cell count, but positive Wasser- 
mann and Kahn tests. 

He was given 500,000 units of penicillin and procaine in oil daily until 
7,500,000 units were given. He also had six bismuth subsalicylate injections, 
0.1 Gm. (1% grains) each. He began to improve during the first week of 
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treatment. At the beginning of the second week, he had transient attacks of 
depression and in the third week had an occasional mild attack. He was 
greatly improved when the course of treatment ended, immediately resumed 
work; for the past three months has been free from symptoms for the first 
time in two years. Like the patient described before this one, this man was 
treated as an ambulatory patient. It is too early to evaluate the therapy in 
this case. One does not know as early as this what percentage of patients 
will have relapses after penicillin treatment. Reports from various sources 
are at variance. 

This case shows the importance of searching for syphilis in the presence 
of cancer. One should look for a syphilitic background in all surgical cases 
which may require treatment with antibiotic substances. If cancer and 
syphilis co-exist, no time should be lost in resorting to roentgen or radium 
therapy, or to surgery. If possible, a preoperative course of penicillin is 
indicated and should be used followed by more treatment postoperatively. 
Persons with syphilis frequently do not do _ well postoperatively 
without treatment. 

It is often difficult to know what part syphilis plays in the presence of 
other diseases. For example, a patient may have gout, arterial hypertension, 
and peripheral edema along with positive serologic tests. Syphilis may or 
may not be influencing the present condition. There is little to lose in treating 
the patient for syphilis. 

MISTAKEN DIAGNOSES 

Astrachan noted several conditions in which syphilis was the apparent 
cause. Mistaken diagnoses had been made, and resulted in surgical operations 
for gall stones, gastric ulcers, and appendicitis (all due to the tabetic form 
of dementia paralytica). Other mistaken diagnoses have been made of 
bronchiectasis, epileptiform convulsions, asthenia, hypertension, atrophic or 
hypertrophic arthritis, myocarditis, thrombophlebitis, endarteritis, tubercu- 
losis, carcinoma; also syringomyelia, pernicious anemia, multiple sclerosis, 
amyotrophic lateral sclerosis, long continuous fever, typhoid fever, pro- 
gressive telangiectasia, bronchial asthma, diabetes, and other diseases. 
Petechiae and fever sometimes give a clue to the presence of 
syphilitic aortitis. 

Syphilitic skin lesions may be confused with epithelioma, tuberculosis, 
and lymphoblastoma. Leg ulcers may be due to syphilis, but in fifty per cent 
of cases the blood reaction is negative in tertiary skin lesions. Dermatitis 
may be superimposed on the ulcer. As a rule, however, pruritis is not a 
common symptom of tertiary syphilis. They are easily aggravated by therapy 
even with iodides ; exfoliative dermatitis may extend beyond the ulcer. Other 
lesions are of the middle ear and larynx. 

Periostitis of the tibia, with pains worse at night, may be due to 
syphilis. Syphilis causes bone production, shown by roentgenograms, and 
may appear in other than the frontal bone and tibia. Nodules may be felt 
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in these areas. Therefore, in unsuspected syphilis, roentgen evidence of 
disease may help in the diagnosis. 

Syphilis of the liver may be mistaken for abscess or cirrhosis. Hepatitis 
may be a late manifestation of syphilis; it is a chronic fibrotic process. 
There may be ulceration in the liver as in the skin, with fever and pain. As 
the ulcers heal, there is scar formation. These scars may divide the liver 
into five or six parts. Most observers are of the opinion that cirrhosis is 
not caused by syphilis. The edges of the liver are usually nodular and 
irregular. Pancreatitis may be due to syphilis. Peritonitis has been described 
as caused by lues. It is associated with inflammation around the liver, 
periphlebitis, with fever and pain. Syphilis of the lung has led to a mistaken 
diagnosis of cancer, tuberculosis, or other diseases. The patient may have 
fever, night sweats, and hemoptysis. Syphilis of the testicle causing orchitis 
or simulating tumor should always be kept in mind when there is enlarge- 
ment. One should never neglect to make an examination of the testicle. 

Syphilis of the stomach comes only in %4 to % per cent cases of old 
syphilis. Lesions are the same as the lesions on the skin: nodular, ulcer, or 
gumma. The patient has pain and is unable to eat because of fibrotic 
changes in the stomach. The condition may be mistaken for cancer. 

There are some conditions which do not respond satisfactorily to treat- 
ment if syphilis is present. Charcot found that gout and syphilis made a 
bad combination. Syphilis and cancer is another. Surgical procedures in the 
presence of syphilis do not always yield expected results. 


SYMPTOMS AND SIGNS 
Persons with tertiary syphilis complain of a wide variety of symptoms 
and signs: weakness, anorexia, headaches, falling hair, chronic coryza, pains 
in the neck, dizziness, dysphagia, choking sensation in the throat, nasal 
obstruction, roaring sensation in the ears; also aphasia, nervousness, partial 
paralysis of the legs, burning pain in the legs, pain and stiffness of the back, 
pains and numbness in the arms and legs, joint pains; also toothache, pains 
all over the body, swelling of one foot, edema of the arms and legs, asthma. 
chronic cough, dyspnea, stomach “distress,”’ bloody discharge from the ureth- 
ra and vagina, tremor in both hands, and loss of weight. Bone pains due 
to syphilis tend to be worse at night. Hypothyroidism may be associated 
with tertiary syphilis with typical symptoms of lowered metabolism. 
Syphilis may cause symptoms suggesting meningitis, Jacksonian epi- 
lepsy, Cruveilhier’s syndrome (acute pain at the xyphoid and_ spinal 
joints, arthritis, aphasia, cerebral thrombosis, vomiting, hematemesis, and 
cachexia) ; also trigeminal neuralgia, alopecia, pupillary changes, interstitial 
keratitis, peripheral vascular disease, skin changes simulating tuberculosis ; 
also chronic coryza, gumma of the basal ganglia, larynx, pharynx, esophagus, 
pleura, lung, breast, soft palate, liver, bones, tracheo-bronchial tree, and 
testicle; also perforation of the palate, depression of the bridge of the nose, 
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linear scars in the mouth, loss of eyebrows, glossitis, nail sores and dys- 
trophy, kyphosis, jaundice, stricture of anus, condylomata, and generalized 
lymph node enlargement (especially the epitrochlear and inguinal glands). 
Continuous fever suggesting brucellosis is common in this type of syphilis. 
Angina pectoris under the age of 43 is usually due to syphilis and is caused 
by an ostial stenosis of a coronary artery. Myocardial infarction may be 
caused by an ostial stenosis of a coronary artery. Myocardial infarction may 
be caused by gummatous aortitis. Cardiovascular syphilis is more common 
in Negroes and in those who do hard manual labor. 


DIAGNOSIS 

If the clinical picture is odd, if therapeutic measures seem useless, there 
is no harm in trying antisyphilitic measures, especially penicillin, even if 
blood and spinal fluid examinations are negative. Repeated blood tests may 
be required before a diagnosis can be established. A bismuth provocative 
Wassermann test may make a diagnosis possible. Spinal fluid examination 
should be done whenever syphilis is suspected. Blood tests other than rou- 
tine ones (Eagle, Mazzini, Leiboff, Kline, Hinton, cardiolipins) should be 
done since one may show a positive reaction when the others are negative. 
Serologic tests, however, are positive in 75-90 per cent of old syphilis. In 
our laboratory, we perform Kahn, standard and presumptive, Hinton, and 
Mazzini tests on all patients. 

Spinal fluid reactions are only positive in about 10 per cent cases of 
syphilitic involvement of the stomach; 45 to 55 per cent positive in cardio- 
vascular syphilis ; 7 per cent positive in luetic involvement of the liver; while 
the blood may be positive in 80 to 90 per cent of cases of liver involvement. 
The Wassermann test may be positive in ascitic fluid. Often in visceral 
syphilis, the gold curve, cell counts, proteins are normal with a one plus 
Wassermann reaction. On the other hand, in neurosyphilis. these 
are abnormal. 

One must be on guard for false positive reactions such as those due to 
malaria, respiratory tract infections, pneumonia, hyperproteinemia (globu- 
lin and albumin ratio changes), malignancy, especially cancer of the cervix 
uteri, infectious mononucleosis, tonsillitis, vaccines, fevers, alcohol and nar- 
cotics. It is rare to obtain a freakish positive reaction in the spinal fluid if 
a Wassermann or Kahn test is performed. 

Another bizarre condition described by Kandalla as cardiovascular 
epilepsy is found in persons with a family history of epilepsy. The patient 
exhibits many of the symptoms now ascribed to tertiary syphilis. Syphilis 
engrafted on a background of epilepsy produces a confusing picture, not 
necessarily one with cardiac symptoms. Ordinary grand mal attacks may 
be present. If both the blood and spinal fluid examinations are negative, and 
syphilis cannot be ruled out, the therapeutic test is used to prove the diag- 
nosis. This consists of iodides and bismuth over a period of four weeks; or a 
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provocative serologic test taken ten and thirty days after two injections of 
bismuth subsalicylate. 

“LUETISM” 

‘“Luetism” was a term used by Bainbridge and Hertoghe to describe a 
taint, an attenuated form of syphilis which may have been modified by pass- 
ing through a number of generations. Bainbridge pointed out that unidenti- 
fied syphilis may be confused with malignancy, tuberculosis, or osteomye- 
litis. Bainbridge used roentgenologic examinations of the bones of the hands 
in an attempt to detect ‘‘luetism.” Slight subperiosteal budding and resorp- 
tion along the shafts of the phalanges might be considered as possibly a 
form of congenital or attenuated syphilis, despite negative blood tests. Roent- 
genologic evidence includes an irregularity of the cancellous tissue and of the 
alignment of the compact tissue surrounding it, changes so slight that this 
can be detected only by a powerful magnifying glass. 

Among the cases reported by Bainbridge in which ‘“‘luetism” was pres- 
ent in the background were the following: cerebral hemorrhage, bowing of 
the leg, difficulty in walking and marked pain in the ankle, severe pain in 
the head, lung tumor; also ulcerated mass in the jaw, ulceration at the base 
of the tongue—ulcers which had been diagnosed as cancer of the lip. Most 
of these were diagnosed “‘luetism” from roentgenograms of bones and the 
patients were relieved by antisyphilitic treatment. 

Bainbridge speculated that the success of bismuth for peptic ulcer might 
be due to an association of ulcer and syphilis. 


DIAGNOSTIC SIGNS 

Dieulafoy, the French clinician who followed Trousseau (before the 
days of serologic tests), noted spectacular recoveries from various patho- 
logical conditions after discovery and treatment of syphilis. Clues were cica- 
trices on the skin, nasal deformities with or without ozena, keratitis, swell- 
ing and incurvation of the tibia and glandular enlargement. Depression of 
the nasal bone (saddle nose), perforated septum, perforated palate, scaphoid 
scapula, rhagades in the lips, edema of the legs and arms, perception deaf- 
ness ; also gummatous enlargement of the frontal bone, periostitis of the tibia, 
scars on the legs, Argyl Robertson pupils, frequent attacks of iritis, and 
absent knee jerks are indications to look for. The achilles tendon reflex may 
be absent before the knee reflex. In the older patient, absence of reflexes in 
the lower extremities is a frequent normal finding. Careful examination may 
show no abnormal findings. 

A careful history may show that one patient had miscarriages in her 
twenties, another a sore on his body followed by a skin eruption. It is a 
known fact that all people with syphilis easily forget their past. They seldom 
reveal the facts except under severe and repeated questioning. A woman of 
79 was treated for arthritis and fibrositis for months before disclosing that 
she had had two miscarriages in her twenties. She finally admitted that her 
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husband, a physician, had died from syphilis after having been infected 
through a skin laceration while treating a person in the secondary stage of 
the disease. This patient denied having had syphilis herself but her strange 
symptoms—hback pains, arthritis, nonpitting edema of the legs—suggested 
that syphilis might exist. Serologic tests were negative. She refused spinal 
fluid examination and_ intensive penicillin therapy. She has 
improved clinically. 

Roentgenologic evidence of syphilis may be found in bones, especially the 
skull and tibias, joints, and liver; also as osteomyelitis, periostitis, and 
spondylitis. The aorta sometimes gives the best clue to old syphilis, especially 
in the ascending portion. Any localized bulging of the aorta should be looked 
upon with suspicion. Widening of the arch is usually present. These findings 
are confusing since arteriosclerosis of the aorta and syphilis may appear 
together. Syphilis as a rule is a later development, arteriosclerosis and hyper- 
tension being in middle life. Syphilitic osteostenosis of the coronary arteries 
may be present; in some cases, one coronary artery may be involved, but 
there may be adequate collateral circulation. In most cases, there is cardiac 
ischemia due to coronary osteostenosis. Sudden death may be due to ventricu- 
lar standstill. Diagnosis is made by roentgenograms and fluoroscopy. A 
bismuth provocative test is safer than neoarsphenamine. In some cases there 
is a combination of rheumatic, degenerative, and syphilitic heart disease. 
Dissecting aneurysm is more common in the hypertensive or arterio- 
sclerotic type. 


TREATMENT 

Every obscure and doubtful disease should be treated with the possi- 
bility of syphilis in mind. In the days before arsenical treatment, Dieulafoy 
used injections of red iodide of mercury and sodium iodide, each 1/6 gr. 
(10 mg.) daily. He gave daily injections for seventeen or eighteen times. 
Long before him Boerhaave (1468) successfully used mercury in the treat- 
ment of syphilis. Mercury is seldom used now although some of the older 
clinicians who survived the “mercury school’’ still give tablets of red iodide 
of mercury % gr. (8 mg.) three times daily, or injections. Potassium iodide 
may be used when heavy metals are not tolerated or when renal disease is 
present, or when penicillin therapy is refused. Many aged persons who have 
bizarre symptoms and who have not responded to ordinary treatment will 
recover rapidly if only potassium iodide is given. Such a treatment is usually 
harmless and sometimes recovery is rapid. Not all patients with tertiary 
syphilis require intensive treatment. There is an individual coefficient of 
resistance to syphilis, some patients reach an advanced age in spite of the 
disease; others may show rapid deterioration due to syphilis after the dis- 
ease had been dormant for years. It is difficult, especially in cases of hyper- 
tension and arteriosclerosis with a positive blood serum, to evaluate what 
part syphilis plays. The patient may die if he is overtreated. Some ailments 
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may yield to treatment, even with small doses of iodides. In many cases, the 
kidneys are diseased and heavy metals are contraindicated. 

Trousseau found that iodide of potassium was preferable to mercury 
in treating syphilis of bones, tendons, and muscles. Mercury, on the other 
hand, was preferred for visceral syphilis and syphilitic affections of nerves. 
Thirty-five years ago, one of us (M. T.) began to follow Dieulafoy’s treat- 
ment in obscure ailments and the results have been gratifying. This 
idea was expanded after several visits to the clinic of Gilbert, at the Hotel 
Dieu, Paris. Gilbert was the successor of the triad of French clinicians— 
Bretonneau, Trousseau, and Dieulafoy. The old French clinicians worked 
on the theory that when one did not know what to do, one treated undetected 
syphilis. Since then, few patients have been allowed to die without first trying 
potassium iodide. 

In treating cardiovascular disease due to syphilis, bismuth and iodides 
for two weeks preceding penicillin therapy is advised. We have seen no 
difficulty using penicillin even in persons who have coronary artery disease. 
To be sure, there has been reported cases where patients had fatal attacks 
after penicillin therapy. However, we have not seen any untoward results. 
If cardiovascular disease is not due to syphilis but the patient has the disease 
in a moderate form, this type of treatment can be used. In advanced forms, 
however, it is better to treat for congestive heart failure, perhaps adding 
calcium iodobehenate to the list of drugs. Aneurysms of the saccular type 
may be wired. 

If the patient’s stomach will not tolerate more drastic medication, iodides 
may be given in the form of calcium iodobehenate, 7% grs. (0.5 Gm.) three 
times a day. Better results, perhaps, may be obtained by injections of peni- 
cillin, neoarsphenamine, and bismuth subsalicylate, followed by prolonged 
administration of potassium iodide, 10 grs. (0.6 Gm.) three times daily. 
Bismuth subsalicylate 0.1 Gm. (1% grains) in peanut oil may be given 
intramuscularly. Arsenical preparations should not be used after the age of 
60. There is always a danger of a Herxheimer reaction after arsenical injec- 
tions. These are serious, for the patient may choke to death. Moreover, skin 
reactions are dangerous; arsenical neuritis is painful; arsenicals should be 
avoided in aneurysm. It is necessary to continue the treatment since in spite 
of prolonged treatment of tertiary syphilis with heavy metals, the disease 
runs a more or less malignant course. - 

Penicillin and procaine may be given in doses of 300,000 to 500,000 
units daily for a total of five to eight million units over a period of three 
weeks. To prevent a Herxheimer reaction, it may be well to use potassium 
iodide for two weeks, followed by two injections of bismuth a week in 
ascending doses for four times before beginning penicillin therapy. There is no 
advantage in beginning treatment with smaller doses of penicillin. This type 
of treatment is satisfactory when there is syphilitic involvement of the liver, 
kidneys, or cardiovascular system, although bismuth must be given in small 
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amounts when the kidneys and liver are diseased. Actually a Herxheimer 
reaction seldom occurs. A fever reaction within 24 hours does not indicate 
a Herxheimer type. When treatment fails in neurosyphilis, fever therapy may 
be indicated. It is possible to kill aged patients if treatment with heavy 
metals and opiates is too active. 

In treating leg ulcers, potassium iodide, bismuth, and arsenicals may 
cause exfoliative dermatitis. In such cases, penicillin is safer. Bal (2.3— 
dithiopropanol) 10 per cent solution, may be tried for exfoliative derma- 
titis of this type. 

In all cases, careful attention should be given to a rounded diet and 
supplementary vitamins. Vitamin B complex is especially indicated in central 
nervous system syphilis. Vitamins P and C may enhance the treatment with 
heavy metals or penicillin. Liver solution is a good supportive measure. The 
patient should be kept under observation for the remainder of his life. Char- 
cot wisely observed that this type of patient should avoid excessive heat or 
cold. A warmer climate in winter is beneficial and should be advised when- 
ever possible. Oral hygiene should be practiced. 

Since the treatment of syphilis is relatively simple and safe, one feels 
justified in using large doses of penicillin if there is doubt about the diag- 
nosis or when the patient is not responding to routine treatment. Some 
patients make a remarkable recovery when treated in this manner. 

A word of warning is necessary in treating patients with a Wasser- 
mann fast blood; overtreatment in those cases may kill the patient. If the 
patient has had adequate treatment in the past and has a positive serum 
test, together with clinical symptoms of syphilis, it may be advisable to try 
penicillin treatment in the hope of reversing the blood test. This, of course, 
is often impossible. The patient and not the Wassermann reaction should 
be treated. A careful history and progress notes are often more valuable 
than laboratory data. Nowhere is geriatric common sense more required 
than in the treatment of old, unsuspected syphilis. 


SUMMARY 


Syphilis should be suspected in all obscure clinical patterns. It is not 
unusual for tertiary syphilis to show up in people infected thirty or forty 
years before. The first signs of hereditary syphilis may not appear until after 
the age of 50. The serologic and spinal fluid examinations may not yield 
any clue conducive to sound diagnosis. Syphilis may cause symptoms sug- 
gesting almost any known disease. It may produce a background against 
which hereditary epilepsy shows up, causing cardiovascular symptoms. Mul- 
tiple tests for syphilis are essential when diagnosing chronic illnesses. The 
French approach during the early part of the century was to treat syphilis 
even when one was not sure of the diagnosis. 

Many conditions are described as caused by unsuspected syphilis. Among 
these are mistaken diagnoses of gall stones, peptic ulcer, appendicitis, bronchi- 
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ectasis, epileptiform seizures, asthenia, hypertension, atrophic or hyper- 
trophic arthritis, carcinoma, central nervous system disease, long continuous 
fever, endarteritis, diabetes, and other diseases. Leg ulcers are 
commonly found. 

Serologic tests may be baffling, some positive and others negative. The 
spinal fluid Wassermann reaction may be positive while the gold curve and 
other tests remain negative. 

Older clinicians used potassium iodide internally and red iodide of 
mercury injections. This treatment often proved satisfactory. Penicillin in 
large doses (5 to 8 million units in divided.doses) may be given to an ambu- 
latory patient. 

One must always be prepared for a Herxheimer reaction in these cases, 
but thus far we have not seen one. It is safer to begin treatment with iodides, 
then bismuth, followed by penicillin. In treating syphilitic coronary artery 
insufficiency and syphilitic aortitis, iodides and bismuth are employed. A 
fever reaction within 24 hours after treatment may be disregarded. 

The patient must be kept under observation for the remainder of 
his life. 

Discovery of old syphilis and proper therapy may prolong life and 
save much suffering. 
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INTERNATIONAL CONGRESS ON RHEUMATIC DISEASES 
The first International Congress on Rheumatic Diseases ever held in 
the United States will take place at the Waldorf Astoria in New York City, 
May 30 to June 3, 1949, inclusive. This seventh International Congress is 
sponsored by the International League against Rheumatism. The host is the 
American Rheumatism Association in cooperation with the New York 
Rheumatism Association. 


AMERICAN GERIATRICS SOCIETY 1949 MEETING 


The 6th annual meeting of the American Geriatrics Society will be 
held in Atlantic City, New Jersey, Hotel Brighton, June 2-3-4, 1949, 





THE HEMOGLOBIN LEVEL 
IN OLD AGE 


Trevor_H. Howell, m.R.c.p, ED.* 


IN THE past, many writers have stated that the level of hemoglobin in the 
blood of old people is diminished. At the same time, it has been taught that 
the patient who suffers with emphysema and chronic bronchitis will show a 
high figure for hemoglobin content. As part of an investigation into bronchit- 
ic manifestations, a control series of hemoglobin readings was carried out 
on elderly patients who did not suffer from the disease. The unexpected 
result showed rather high average figures, so it was decided to compare these 
findings with those of other recent investigators in senile hematology. 


LITERATURE 

Among the older writers, Lorand quotes Naunyn as saying: “Old peo- 
ple are anemic.” Saundby gives the customary count for red blood cells as 
3.6 millions and considers that the hemoglobin is reduced in proportion. 
Boas has said, “Persons over sixty have somewhat lower values for hemo- 
globin than do those of younger ages.” Millet and Balle Hellears mention 
several workers who found the hemoglobin to be lower than normal, but 
point out that many of the investigations were carried out on sick persons. 

Among more recent authors, however, Isidore Miller quotes Nascher 
and Wintrobe as seeing no significant alteration. Lichenstein and Williamson 
are both mentioned as finding a fall about the age of 60 with a rise in extreme 
old age. His own series of 160 men showed a slight diminution in both red 
cells and hemoglobin. Olbrich does not agree with this and quotes several 
workers who all found normal or high levels among elderly people. These 
are summarized in Table 1. peiaeee deme 

The present figures were derived from two sources: First, the control 
group already described, including 52 men and 63 women in St. John’s 

TABLE 1. ESTIMATES OF HEMOGLOBIN IN OLD AGE 


Hemoglobin 
% Grams/100 cc. 

Author Male Female Male Female Both 
RMB POs, Cis eibo sles ii Swbuee sous ae - 14.22 14.15 ie 
OS 1) ee ee 89 eo aes ee gic 
MEE Eee sealants sie wwe e Sea ee Sar seh Pee 16:0 
Millet and Balle Hellears........... es vk Non = 13:3 
SRNR Rr Dh iE inv wales ou Mee ane here 14.3 e ots 
Cameron and Nicholson ............ f=. aA 15.66 15.37 ee 
Nelson and Stoker ...........-se0000 ae ne ste ek 15.5 
gle 1 (a eae ary Sta wie 13.1 ins 
Newman and Gitlov ............... pak Sars 12.7 11.7 
Medical Research Council Committee 98.7 en is sane Sane 
SUMMA ilo fin show w iss edereesaexee 100.7 94.6 13.9 13.2 13.5 


*PuHysIcIAN, Geriatric Unit, St. John’s Hospital, Battersea, London; Lecturer in Problems 
of Old Age, St. Bartholomew’s Hospital, London. 
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Hospital, Battersea. They were patients in this chronic hospital who did not 
suffer from known anemia or chronic bronchitis. Those with new growths 
were also excluded. The estimation of hemoglobin was carried out in the 
wards by the author, using a Sahli hemoglobinometer and waiting ten min- 
utes before starting dilution of the blood. Most of these patients are known 
to be hy pertensive. The second group of cases was made up of 75 men over 
sixty years old in Tooting Bec Hospital for patients with senile dementia. 
The estimations were perfoeniesl by Dr. R. F. L. Hewlitt, pathologist at 
Lambeth Group Laboratory, using the Haldane method. 


TABLE 2. % HEMOGLOBIN IN OLD AGE, SERIES 1, ST. JOHN’S HOSPITAL 


MALES FEMALES 

Age No. Maximum Minimum Mean No. Maximum Minimum Mean 
60-64 5 120 100 107.6 1 90 90 90.0 
65-69 7 125 105 116.1 8 102 90 96.1 
70-74 16 130 80 106.2 14 112 85 97.9 
75-79 9 120 80 106.7 16 105 85 96.2 
80-84 10 135 84 107.3 12 130 75 98.1 
85-89 5 115 86 107.2 10 100 85 93.6 
90-94 0 cok Sis Ter 2 90 78 84.0 

52 135 80 108.058 63 130 75 96.0 


When these figures are translated into grams per 100 ml., it will be 
seen that the mean for men is 18.3 gms. and for women 16.6 ems. T he maxi- 
mum for men is 23.3 gms., for women 22.3 gms. The minimum is 13.8 gms. 
for the men and 12.9 gms. for women. The standard errors of the means 
for men are £1.55 and for women £1.12. 

The second series, from Tooting Bec, gave somewhat lower levels. The 
mean, 103.3 per cent was equivalent to 14.25 gms. per 100 ml. The maximum 
figure was 17.6 gms. and the minimum 11.1 gms., with a standard error of 
the mean = +1.2. For a comparison of the range in the two series see 
page 347. 

It will be seen from Table 2 that there is little, if any, relation between 
age and level of hemoglobin with either men or women. This is brought out 
by Figures 1 and 2, in which the spots on the diagram are scattered quite 
haphazardly. This impression is confirmed by the correlation coefficients. 
For men, the correlation between age and hemoglobin is —0.2016 with the 
standard error +0.133, which is not significant. For women the figures are 
—0.1543 and +0.123, again not significant. Such correlation might easily 
arise from chance distribution. 


COMPARISON OF SERIES 1 AND 2 


It will be noticed that there is quite a difference between the means or 
averages of the patients at St. John’s Hospital and those at Tooting Bec. 
The difference is, in fact, more than twice the standard error and therefore 
significant. It should be remembered, however, that the cases in Series 1 
were patients in hospital, originally admitted for treatment of some disease, 
and later transferred to St. John’s as incurable in body or mind. Those in 
Series 2 were more or less healthy senile dements. It will be noticed that 
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FIGURE 2 


seven men in the first group had hemoglobins above 120 per cent, which 
would have been excluded from Olbrich’s series as abnormal. Similarly, six 
men in the second group would have been excluded by Olbrich. It must be 
remembered that in old age the variations in all functions are much greater 
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than in earlier life. For this reason the exclusion of such high results is 
unjustified. 

When we come to compare the figures from Series 1 and 2 with those 
of Olbrich, or all three with those of the Medical Research Council, one or 
two interesting points emerge. For instance, the difference of 2.6 between 
the men at Tooting Bec and those examined by Olbrich has a standard error 
of difference 1.84, which is not significant. When we compare the patients 
from St. John’s, the difference is 7.4 and the standard error 2.09, which is 
significant. Similarly, the difference of both Series 1 and 2 from the Medical 
Research Council committee’s figures are significant, while the figures of 
Olbrich are not so. When these results are compared with the Medical Re- 
search Council figures for men under 60, the figures from St. John’s show 
a significant rise, while the others are not significant in difference. As regards 
women, however, the differences are not significant. These results are set 
out graphically in Figures 3 and 4. 


INTERPRETATION 


The first fact to emerge from this mass of figures is that old people are 
not anemic. Neither the apparently healthy old folk from Queensberry House, 
examined by Olbrich, nor the senile dementa from Tooting Bec, nor the 
chronic sick at St. John’s showed diminution in the amount of hemoglobin, 
judged by normal standards. The second idea to gain support is the rise of 
hemoglobin after the menopause in women. Even so, the level never reaches 
that of men in any of the series here reviewed. 

When we come to consider the range of readings encountered, we find 
that this follows the true “senile” pattern in that it is much wider than 
normal. In this case, the extension is in the direction of a greater hemo- 
globin content rather than less, as has been expected in the past. The range 
also appears to be less in women than in men. 

It is strange that the highest mean figures were found in the male patients 
of a chronic hospital, while the male senile dements also had a percentage 
above the normal adult level. It suggests that some of the conditions which 
brought these patients into St. John’s Hospital might be associated with 
the increase. It also suggests that the high hemoglobin levels of senile cases 
with pulmonary emphysema may need to be considered with a new eye. 


SUMMARY 

1. The hemoglobin of 53 men over sixty at a chronic hospital showed 
an average figure of 108.058 per cent or 18.3 gms./100 ml. 

2. The corresponding figure for 63 women of this age was 96.0 per 
cent or 16.6 gms./100 ml. Both these were estimated by the Sahli 
method. 

3. Seventy-five male senile dements showed 103.3 per cent or 14.25 

gms./100 ml., estimated by the Haldane method. 
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4. These figures are compared with the findings of others recorded in 
the literature. 

5. The phrase, “Old people are anemic,’ 
general statement. 


’ 


appears to be incorrect as a 
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BRITISH MEDICAL ASSOCIATION ANNUAL MEETING 


On the 2nd of July, at Cambridge, England, the Section of Neurology 
and Psychiatry held a discussion on ‘The early recognition and manage- 
ment of Senile Deterioration.”” The first speaker was Dr. J. H. Sheldon, who 
discussed the problem from the aspects of his recent survey in Wolver- 
hampton. He mentioned the effects of arthritis, painful feet and dyspnoea 
in limiting locomotion. Vertigo, fear of traffic and physical weakness were 
also prominent features. The frequency of fear, depression and loneliness 
was constant in each age group. The essential point in treatment was to 
maintain activity and interest in life as long as possible. 

Dr. Macdonald Critchley stressed the lack of interest in Gerontology. 
He mentioned population trends and the need to utilize the collective wisdom 
and skill of older people in business and industry. He thought that tobacco 
was more likely to shorten life than alcohol, but that sustained heavy 
physical work after the age of 45 was more lethal than either. 

Dr. Trevor Howell reviewed some points in the physiology and morbid 
anatomy of the aged. After a description of neurological findings in Chelsea 
Pensioners, he went on to discuss practical points in the rehabilitation of 
the aged. 

Mrs. A. V. Hill, Dr. Felix Post, Dr. H. F. Maudsley, and Dr. A. Harris 
also took part in the proceedings. 

The 1948 Report of the British Medical hinbilite Committee on the 
Care and Treatment of the Elderly and Infirm has been issued. It advocates 
many of the policies which have been tried out by various members of the 
M.S.C.E.: Such things as Geriatric Out-patient clinics in association with a 
department of physical medicine, the collection of patients from their homes 
for treatment in hospital, the need for old people’s hostels, and the necessity 
to create a “half-way house’’ between the wards of a hospital for the sick 
and the homes suitable for the healthy—all these have originated through 
the Society. 











TWENTY-FOUR SURGICAL AND 
FOURTEEN NON-SURGICAL CASES 


By Joseph L. DeCourcy, m.v.* 





































PURPOSE OF THIS STUDY 


The aim of this investigation was to evaluate clinically the use of a 
special dietary supplement? in the practical nutrition of a representative group 
of surgical as well as non-surgical patients. 

Extensive studies have established that not only most geriatric patients 
but also apparently normal older individuals generally tend to show more or 
less obscure signs and symptoms of prolonged, multiple nutritional defi- 
ciencies. These deficiency states vary from borderline nutritive failure to 
frank deficiency syndromes but in the great majority of cases are subclinical. 

The nutritional deficiencies having outstanding significance as factors 
complicating medical and surgical conditions among patients past maturity 
appear to result from excessively low intakes of high quality protein, vita- 
mins (particularly vitamin A, members of the B complex, and ascorbic acid), 
and certain minerals, especially calcium and iron.’* From a practical view- 
point, therefore, it would seem wise to assume that geriatric patients are, as 
a rule, generally affected by at least these dietary inadequacies, and to modify 
the feeding program accordingly, from the very beginning of medical or 
surgical treatment. 

Two other considerations emphasize the practical importance of such a 
feeding program for the patient past fifty: (1) Among authorities on geri- 
atric nutrition the consensus is that even normal individuals in the upper 
age brackets should receive a diet high in protein, moderate in carbohydate, 
low in fat, with levels of calcium, iron, and vitamins A, B, and C well above 
those usually found to be sufficient to effect and maintain saturation or 
nutritional balance during earlier adulthood. (2) Approximately 80 to 85 per 
cent of the bulk of the diet represents merely the caloric component; hence 
many geriatric patients find it physically impossible to ingest a full, well 
balanced meal. 

Consequently, in view of these considerations, it was deemed likely that 
there would be definite advantages in adopting as a practical routine in geri- 
atric cases the administration of a dietary supplement specially formulated so 
as to provide additional high quality, readily digestible protein, ample calcium 
and iron, and unusually high levels of the geriatrically more significant 
vitamins, A, B, and C. The results of the routine use of this dietary supple- 
ment have been gratifying. Marked improvements in the condition of older ‘ 
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surgical and non-surgical patients have been associated with the adoption 
of this practical nutritional measure. 
COMPOSITION OF THE DIETARY SUPPLEMENT 

The dietary supplement was a spray-dried mixture of whole milk, skim 
milk, dried brewer’s yeast fortified with riboflavin concentrate, vitamins A 
and D concentrate from fish liver oils, irradiated ergosterol, ascorbic acid, 
niacinamide, monosodium, phosphate, and iron citrate. The milk ingredients 
were so formulated as to provide a high protein and low fat content. It was 
designed to supply in one reliquefied pint the full dietary allowances of vita- 
mins and minerals and more than one-third of the protein recommended for 
moderately active men and women by the Food and Nutrition Board, 
National Research Council. The percentage composition and the content of 
vitamins and minerals are shown in Table I. 







TABLE I 

GERILAC 11 level Tbs. (82 grams) 

(Powder) and 1 pint water 
RRR UI 2) cence s ccicostsodesi avakskesbaccosanstcarnsemeeniweeserees 10% 1.5% 
MILK PROTEINS .......... so "SS 5.0 
MILK SUGAR (Lactose) ; «Zz 7.0 
PUNE PANES esscscysoxesesceonivessinasoss 7.5 1.0 
BP BMI oe gohan ses issu essesassseteazs papeocsamerrcste ee maaen eee 2.9 85.5 
CALORIES—4.1 per gm.—116 per oz.—300 per pt. 


Pint Standard Dilution 


Protein Vitamin PB, 


g. 220%* 





Calcium g. 110%* Vitamin B. gz. 130% 
PANS GISCOENIS ci coccctessiessiestees feng 105% Niacinamide g.** 

Poo See On ee 16 mg. 160% W/AEAMEIIN csv excecis Soecatnnseeens 85 meg. 280% 
\ itamin A—6500 USP units.......... 160% Vitamin D—/00 USP units............ 175% 


*Percent Minimum Daily adult requirements. 

**Minimum daily requirements not established. 

CLINICAL MATERIAL AND PROCEDURE 

In this investigation two groups of geriatric patients were studied: 

1. Surgical Cases. There were 24 surgical patients, 16 female and 
male, whose ages ranged from 50 to 86 years. In the age group 50-59, there 
were 15 patients. Five patients were aged 60-69, and 4 patients were past 70 
(aged 74, 75, 82 and 86 years, respectively). In 4 cases the dietary supple- 
ment was given preoperatively as well as postoperatively; in the other 20 
cases it was given postoperatively and during’ convalescence. The types of 
operation performed are listed in Table IT. 

2. Non-surgical Cases. Fourteen patients who were past fifty and were 
receiving medical treatment for various conditions (Table III) were also 
given the dietary supplement. In this group there were 11 women and 3 
men. The ages of these patients ranged between 50 and 77 years. Five were 
aged 50-59, and six were between 60 and 69 years of age. Three of the 


patients were past 70 (aged 72, 75 and 77 years, respectively ). 
All of these patients were able to take food, in limited quantities at least, 
by mouth, but in every case there was clinical or laboratory evidence of the 




































24 SURGICAL AND 14 NON-SURGICAL CASES 


SURGICAL CASES 


Case 
No. Age Sex Operation 
1 56 I Procidentia 
2 52 F Radical mastectomy 
5 51 F Panhysterectomy 
9 61 F Thyroidectomy 
15 51 I Mastectomy 
16 50 I Hysterectomy 
21 74 F Thyroidectomy 
25 50 F Hysterectomy 
36 63 1g Thyroidectomy 
40 51 M Colostomy 
47 51 M Cholecystectomy 
48 65 F Thyroidectomy 
51 86 F Herniotomy 
4 82 F Mastectomy 
62 64 M Thyroidectomy 
68 59 M Gastroenterostomy ; thoracostomy 
69 58 M Laryngectomy 
70 57 F Mastectomy 
81 58 F Thyroidectomy 
84 75 M Prostatectomy 
88 55 F Thyroidectomy 
92 59 F Mastectomy 
93 66 M Gastrectomy 
99 59 M Herniotomy 
TABLE II 


need for dietary supplementation; such evidence included anorexia, loss of 
weight, asthenia, marked fatigability, hypotension and secondary anemia. In 
three of the non-surgical cases the diagnosis was secondary anemia; some 
degree of anemia, however, was evident in almost all other cases. Blood 
calcium was below the normal range in 18 of the 38 patients. 
During periods ranging from two weeks to three months, these 38 
patients received two eight-ounce glasses (one reliquefied pint) daily of 
the dietary supplement. 
All cases were carefully studied. In 32 of the 38 cases, the blood picture 
was determined before and after the period during which the dietary sup- ‘ 
plement was supplied; the determinations included hemoglobin percentage, 
red cell count, and differential white cell count. In the 18 cases in which 
blood calcium was subnormal, a second determination was made after the 
dietary supplement had been given for a number of weeks or months. 
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NON-SURGICAL CASES 


Case 
No. Age Sex Diagnosis 
6 66 F Anorexia 
y 52 F _ Carcinoma of cervix; inoperable 
53 77 F Carcinoma of breast; inoperable 
57 56 F Obesity 
66 — 62 F Secondary anemia 
76 50 F Hypotension 
83 55 M Otosclerosis ; tinnitus 
86 62 F Hypotension; menopausal neurosis 
87 65 M Obesity ; fatigability 
89 52 F Hypotension ; fatigability 
91 66 Hypochromic anemia 
94 69 if Chronic vulvo-vaginitis 
95 72 F Secondary anemia 
100 75 M Benign prostatic hypertrophy; anorexia 
TABLE III 
RESULTS 


In both groups of patients (surgical as well as non-surgical), clinical 
improvement associated with the taking of the dietary supplement was evi- 
denced by a gain in strength, increased appetite and gain in weight (except 
in the obesity cases on a reducing diet), increased hemoglobin, increased 
red cell count, and a tendency of the white blood cell picture to return to 
normal. In most cases in which the blood calcium was below normal, it 
showed a rise to within the normal range. A sense of well being was also 
generally associated with the dietary supplementation. 

The dietary supplement was found to be quite palatable, highly digestible, 
and well tolerated, practically without exception. It is easily prepared 
and administered. 

The findings indicate that the progress of both surgical and non-surgical 
geriatric patients is favorably influenced by judicious dietary supplementa- © 
tion. The preoperative use of a dietary supplement supplying higher levels of 
readily digestible, biologically superior protein, vitamins A, B, and C, calcium 
and iron tends to render minimal the reaction to surgical trauma. Postopera- 
tively and during convalescence, the geriatric patient who receives such a 
dietary supplement may be expected to manifest gratifying improvement. 
When the intake of protein, vitamins and minerals is adjusted upward so as 
to meet the requirements of the average geriatric surgical patient, the time 
factor in the regaining of normal health and strength appears to be reduced. 
The response of the geriatric patients under medical treatment who received 
the dietary supplement was likewise unusually satisfactory. Especially note- 
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INCREASED HEMOGLOBIN AND RED CELL COUNT ASSOCIATED 
WITH DIETARY SUPPLEMENTATION 
1. 24 Surgical Cases 








Hemoglobin Red Cells per cmm. 
Length of time Before After Before After 

Case dietary supple- Dietary sup- Dietary sup- 
No. ment was taken plementation plementation 

Bie, GRO TEROTERNA ay cc areoh ev caascosasciasasieveonsiak 75 80 3,920,000 4,420,000 

Be MIMO MOMS ilhs castes Seat icncescsicciens 70 81 3,460,000 4,020,000 

5. One month 87 89 4,420,000 4,610,000 

9. One month ne ae 83 4,010,000 4,470,000 
15. Two weeks 85 87 4,210,000 4,370,000 
LR SASS TES On Ones ne 75 ; 83 3,810,000 4,170,000 
ARR LS Se a Oe ee 81 86 4,050,000 4,270,000 
Ne US SEMNNDER TINS 05 cscs cab snccdsecemeeeccsvaisd 78 85 3,710,000 4,510,000 
Oe MOH DOORS) <iscasdecicincacscautecescussoues 68 76 3,240,000 3,820,000 
Gy PS MAMAPIAENTS ss ccascnacvisssnccevessstvaacasssi 74 81 3,810,000 4,200,000 
Wd 5 RES WERKG e.i..5...cacedescissassnsstiatesusce 79 81 4,100,000 4,290,000 
Bile ABM P SIC 8 5500s iesesia ccutuuceotaanveentenstée 71 81 3,740,000 4,260,000 
REY Se OIG: 00 ..ccascscoveatetacsccevenctentresce 80 89 4,100,000 4,590,000 
pes > RRND: NIREMIENN G55; 050: c2eckveeaRomebaicecds 76 89 3,960,000 4,620,000 
Gis, BREE SRIOHENG~ sis. ..cssseocsssccrscnccnnnes 58 78 3,010,000 4,080,000 
FANS APIES PIRGATUTAG, gcc 0scasccsccescotdcscesctsccs 79 85 4,020,000 4,450,000 
BD MMR) ARON) cis ond ccccccccssceccceceocens 83 85 4,140,000 4,290,000 
BRL | MIECE) MIOMODS, osiscdscdcicccessetustcseenesnie 63 80 3,640,000 4,280,000 
Rey a) MRA)  SRIKSIPETNG ic niscceestcnccecvandessnivisiets 70 80 3,510,000 4,100,000 
35. (MORE ROBES Na lesscisessccdecacccateesscoesisness 75 82 3,720,000 4,190,000 
PO! RO ie ser he bos cys .ccocoaseanionenatsece 70 80 3,690,000 3,910,000 

2. 14 Non-surgical Cases 

ae REARS RES cs coeas ca ectveocsnesencouis ansovitexe 80 84 4,020,000 4,320,000 
Ds REE BI GR oe nek cov cvvnscs cotechbeaedsvencsdaats 72 82 3,710,000 4,170,000 
DOr ~ WTOE MAGEE: a cicsess cess nesconcisccassvesaie 72 88 3,520,000 4,310,000 
HS, RR Sea es chs sases cdvdccetsbesaiscoscresseces 83 85 3,960,000 4,350,000 
76. Three months .. 78 89 4,010,000 4,640,000 
83. Three months ..: 80 86 4,120,000 4,410,000 
PREC iio ses toseecaascsveccasesviesvasseaes 71 80 3,710,000 4,010,000 
Ri CaM CMRI Oss iv Scasacveciaecossaancvises 80 84 3,970,000 4,180,000 
DUE SWOT WIENS — ais decsccecesendicatessbsasceesss 57 74 3,070,000 3,990,000 
Pee MON WOES onc ccboscecacaccsaicecsecossccive 80 85 3,930,000 4,500,000 
BOD: AQBE AOE scccese cesceeccenchassedneetesesenes 80 82 4,060,000 4,390,000 


TABLE IV 
worthy is the finding that cancer patients given the dietary supplement seemed 
to be better able to withstand the effects of radiation therapy and showed 
minimal reaction as compared with control cases not taking the dietary sup- 
plement. Elderly obesity cases on a reducing diet in which the dietary supple- 
ment was incorporated lost weight while their general condition improved, 
and did not complain of hunger. 


REPORTS OF CASES 


Preoperative Use of Dietary Supplement : 

Case 25 (Mrs. L. H.): Female, aged 50. On March 1, 1948, a diag- 
nostic curettage was performed, and a carcinoma of the body of the uterus 
was discovered. 100 mg. of radium was inserted and allowed to remain for 
48 hours. One week following this treatment, administration of the dietary 
supplement was begun. The patient received two glasses of the reliquefied 
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dietary supplement (standard dilution) daily, until May 3rd, when a com- 
plete hysterectomy was performed. Reaction was minimal, and as compared 
with control, convalescence was more rapid than usual. Hemoglobin, red 
cells and blood calcium were determined on February 24th and on May 
Ist, the results being as follows: 


2/24/48 5/1/48 
Hemoglobin 78% 85% 
Red cells/emm. 3,710,000 4,510,000 
Calcium 8.4 8.9 


Postoperative Use of Dietary Supplement : 

Case 51 (Miss I. C.): Female, aged 76. This patient was operated on 
February 14, 1°48, for incarcerated left femoral hernia. Four days following 
operation, the patient started taking the dietary supplement, 2 eight-ounce 
glasses (standard dilution) daily. Convalescence was remarkable. The 
patient’s strength increased much more rapidly than was expected. After 
returning home, the patient asked to be allowed to continue taking the 
dietary supplement. 


Use of Dietary Supplement in Inoperable Carcinoma: 

Case 53 (E. G.) : Female, aged 77. Inoperable carcinoma of the breast ; 
x-ray treatment. This patient began to receive the dietary supplement on 
February 20, 1948, at which time she suffered from anorexia and loss of 
weight; hemoglobin 72 per cent, RBC 3,520,000, and blood calcium 8.5. 
By May 27, 1948, the patient’s appetite had improved and she had gained 
weight, despite the presence of inoperable cancer. Her strength, moreover, 
had surprisingly increased, and she was able to do work about her home. 
The blood picture had also improved; the hemoglobin at this time being 
88 per cent, RBC 4,310,000, while blood calcium had risen to 9.5. 

Case 48. A case of hyperthyroidism. Blood calcium elevated (11.2) ; 
hemoglobin 105 per cent, and RBC 4,900,000, on February 27, 1948. By 
May 18, 1948, patient had gained 12 pounds; blood calcium 10.4, hemoglobin 
99 per cent, and RBC 4,820,000. Dietary supplement taken during this period. 

Case 51. Blood picture practically normal. See case report on page 11. 

Case 88. Another case of hyperthyroidism. Blood picture practically 
normal. In two weeks on dietary supplement, gained three pounds, and 
operation followed. Reaction minimal. During the next two weeks (dietary 
supplement being continued), progress of patient was excellent. 

Case 57. An obesity case, on reducing diet. Blood picture practically 
normal. Patient lost two pounds weekly and condition remained satisfactory 
while on 1200 calorie diet in which dietary supplement was incorporated. 

Case 87. Another obesity case. Blood picture practically normal. Fatiga- 
bility and weakness were chief complaints. Use of dietary supplement was 


accompanied by increased strength and sense of well being. 
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Case 94. A case of vulvovaginitis in a 69-year-old patient. Blood picture 
normal. After taking dietary supplement for one month, appetite and general 
condition of the patient had markedly improved. 


COMMENT 

The findings in these 38 geriatric cases support conclusions emphasized 
in the literature on nutrition in apparently normal older men and women as 
well as geriatric patients. 

As has long been recognized, wasting of tissues and organs accompanies 
aging. In advanced life, the nitrogen content of the muscles may show a 
decrease. Such changes result, of course, from protein loss; the work of 
Kountz and his associates strongly suggests that this loss may be caused by 
prolonged dietary inadequacy in protein and may be prevented, possibly even 
restored or “made good,” by high-protein diets.” Certainly, the consensus 
is that the “average” older person tends to eat a diet excessively low in 
protein and therefore, may be presumed to suffer from protein deficiency.° 

As regards vitamin deficiencies in older individuals, it has been shown 
that many apparently normal men and women past fifty are markedly deficient 
in thiamin, riboflavin, niacin and other members of the B group.* Further, the 
evidence with respect to high incidences of deficiencies in vitamins A and C 
among seemingly healthy individuals in the upper age brackets would appear 
to be almost conclusive.”® As recently stressed by Rafsky and Newman,‘ 
“A state of ‘biochemical avitaminosis’ has been found to exist in the majority 


of normal aged individuals . . . it can safely be stated that comparatively large 
amounts of vitamin supplement should be:-prescribed . . . the vitamin require- 


ments of normal elderly people cannot be measured in terms of standards 
applicable to young adults.” 

Among the mineral deficiencies of common occurrence among older 
persons, deficiencies in calcium and iron are outstanding. “* 

These facts strongly suggest that, as a routine, the diet of the geriatric 
patient should be comparatively high in protein, certain vitamins (especially 
vitamins A, B, and C), calcium and iron. Considerations of the practical 
problems involved has indicated the use of a dietary supplement specially 
formulated so as to satisfy these outstanding nutritional requirements of the 
“average” geriatric patient. The gratifying clinical progress of both surgical 
and non-surgical geriatric cases regularly receiving such a dietary supple- 
ment would appear to confirm the generally accepted conclusion that the 
patient past maturity will fare best when levels of high quality protein, 
vitamins A, B, and C, calcium and iron are well above those usually found 
to be sufficient to bring about and maintain saturation in younger patients. 
Thus we may provide the essential nutritional basis for restoration of sound 
organ function as well as for the limitation of pathological processes in 
geriatric cases. 
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6. 


N 


SUMMARY AND CONCLUSIONS 
Practical nutritional problems encountered in geriatric cases were investi- 
gated in a clinical study of 38 patients whose ages ranged from 50 to 86 
years. Twenty-four of these cases were surgical, and 14 were non-surgical. 
All of these patients were able to take food, in limited quantities at least, 
by mouth; but in every case there was clinical evidence of the need for 
dietary supplementation. Such evidence included anorexia, loss of weight, 
marked fatigability, asthenia, hypotension, and secondary anemia. In three 
of the non-surgical cases the diagnosis was secondary anemia; some degree 
of anemia, however, was present in almost all other cases. Blood calcium 
was below the normal range in 18 of the 38 patients. 
3ecause of the unfavorable nutritional status of these geriatric patients, a 
specially formulated powdered milk fortified with vitamins and minerals 
was given as a dietary supplement. This product (Gerilac) is a spray- 
dried mixture of whole milk, skim milk, dried brewer’s yeast fortified 
with riboflavin concentrate, ergosterol, ascorbic acid, niacinamide, mono- 
sodium phosphate, and iron citrate. The milk ingredients are so formu- 
lated as to provide a high protein and low fat content. 
During periods ranging from two weeks to three months, these patients 
received two 8-ounce glasses (one reliquefied pint) daily of the dietary 
supplement. Twenty of the 24 surgical patients were given the supplement 
postoperatively and during convalescence; in four surgical cases, the sup- 
plement was given preoperatively as well as postoperatively. 
The dietary supplement was found to be quite palatable, readily digestible, 
and well tolerated. Practical advantages include ease of preparation and 
administration. 
Clinical improvement associated with the taking of the dietary supplement 
was evidenced by a gain in strength, increased appetite and gain in weight 
(except in two obesity cases on a reducing diet) increased hemoglobin, 
increased red cell count, and a tendency of the white blood cell picture to 
return to normal. In most cases in which the blood calcium was sub- 
normal, it showed a rise to within the normal range. A sense of well- 
being was also associated with the dietary supplementation. 
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ANESTHESIA AND SUPPORTIVE THERA- 
PY FOR OPERATIONS ON ELDERLY 

PATIENTS WITH SPECIAL REFERENCE 
TO REDUCTION OF OPERATIVE RISK* 


John S. Lundy, m.p.t 


Elderly patients who must be operated on present an interesting and 
important problem from the standpoint of anesthetization.’ Unlike youngsters 
these patients have few congenital anomalies of importance that need to be 
considered. On the other hand, since they have lived many years, the 
condition of their vital organs may present some variations that are not 
found in other age groups. Fortunately, these elderly patients as a rule 
require smaller doses of anesthetic agents than does a robust youth. How- 
ever, the general plans of choice of anesthetic in regard to preanesthetic 
and postanesthetic care are as important in this group as in any other age 
group and perhaps more so. It is particularly important that the anesthetic 
be one which does not produce a marked degree of postanesthetic prostration. 
These patients benefit by early ambulation in the post-operative period and 
they react more favorably to short operations than to long ones. Therefore, 
the choice of anesthetic and the preanesthetic preparation must be aimed at 
these objectives. 

If the patient is anemic, transfusions of blood probably are indicated and 
the electrolyte balance should be looked into and adjusted. The state of the 
patient’s nutrition will to some extent indicate his vigor. Extremes of 
obesity or of emaciation are not so important as they used to be because of the 
wide choice of anesthetic agents and methods that are available now. The 
preliminary medication most often used is a relatively small dose of morphine 
sulfate, 4% grain (0.008 gm.), by hypodermic injection plus 1/150 grain 
(0.00043 gm.) of atropine sulfate. If the patient is nervous 1% grains 
(0.1 gm.) of nembutal taken by mouth the night before operation may 
be desirable. 

There are certain operations commonly performed on patients in this 
age group. For example, amputation of a lower extremity sometimes is 
required; it can be carried out well if the patient is given a small dose of 
procaine hydrochloride to produce spinal anesthesia. A small dose of 
pentothal sodium with 50 per cent nitrous oxide and 50 per cent oxygen 
also may be used. Refrigeration anesthesia probably is indicated where the 
risk is maximal. For operations on the hip, infiltration with a 0.5 per cent 


+Section on Anesthesiology, Mayo Clinic, Rochester, Minnesota. 


*Abridgment of paper read at the Sectional Meeting of the American College of Surgeons, 
Denver Colorado, March 2, 1948. 
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solution of procaine hydrochloride in the line of incision often is sufficient, 
but may be reinforced by the use of a relatively small dose of a general 
anesthetic plus adequate oxygen. For operations on the head, such as section 
of the sensory branch of the fifth cranial nerve, one again may infiltrate the 
line of incision and use a small quantity of a general anesthetic. However, 
most of those patients will tolerate nitrous oxide-oxygen-ether or even ether 
administered by the semi-open drop method very well because the depth of 
anesthesia need not be great, and they usually do better with a Magill endo- 
tracheal tube in place than they do without it. 

Operations for malignant lesions may lead to operations in any part of 
the body. Among both men and women the pelvic organs often are the 
location of such a lesion. A small dose of procaine hydrochloride for pro- 
ducing spinal anesthesia (80 to 100 mg.) in a lower lumbar interspace has 
been satisfactory for transurethral surgery in men. They also tolerate small 
doses of pentothal sodium administered intravenously plus a mixture of 
50 per cent nitrous oxide and 50 per cent oxygen. These same agents and 
methods usually provide excellent results in the female for operations from 
the perineal approach. For intra-abdominal operations and operations on the 
thorax, general anesthesia produced with a gas, with or without ether, 
usually is preferred. The intravenous administration of curare, with or with- 
out pentothal sodium, and an inhalation anesthetic, with or without an 
endotracheal tube but generally with a Magill endotracheal tube, is 
usually satisfactory. 

On the other hand one must not overlook the desirability of using local 
anesthesia in certain cases, infiltrating the line of incision and avoiding a 
general anesthetic. An elderly patient is often tolerant of some degree of 
pain and as a rule is co-operative, and for these reasons is sometimes a 
better prospective patient for local anesthesia than a younger patient. 

Ether anesthesia when well carried out is also well tolerated by many 
older people. One must, of course, provide a good airway and adequate 
oxygen but must not push the anesthesia to a deeper level than is actually 
necessary for the operation. At the termination of operation it is important 
that any moisture or regurgitated material be aspirated so that the patient 
may return to his room with his lungs as clear as possible. As I have said 
before, getting a patient up and out of bed as early as possible is indeed 
desirable. There seems to be more of a tendency for congestion of the lungs 
to develop in elderly patients than is true in younger patients. For the first 
postoperative day the use of oxygen is desirable in many cases, especially 
when the patient has a cardiac condition that is potentially dangerous. 

Many elderly patients are diabetic. Fortunately the diabetes as a rule 
is well controlled by their physician, and they come to operation as known 
diabetics, but without that condition influencing the choice of anesthetic 
greatly. Hypertension is frequently seen in elderly patients, but apparently 
they accommodate themselves to it over many years, and it is not a factor 
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of great importance from the standpoint of the anesthetist. Particularly is 
this true if, during the operation, the blood pressure falls, the pulse pressure 
lessens, and the pulse rate becomes slower. Conversely, hypertension is of 
serious significance to the anesthetist if the pulse rate increases and the 
blood pressure and pulse pressure decrease markedly or suddenly. Generally, 
it can be said that, with the present wide choice of anesthetic agents and 
methods, if extraordinary complicating conditions in the patient are recog- 
nized before the anesthetic is begun, and the procedure is planned in advance 
to deal with these complications should they become exaggerated, the risk 
of anesthesia in the aged is not grave enough to contraindicate almost any 
necessary operation. Without doubt the reduction of risk in the elderly 
patient can be accomplished best if the anesthesiologist is skilled regardless 
of the agent employed; on the other hand the unskilled person may fail even 
though he has at his disposal all the present-day agents and methods. 
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FORMATION OF ARTHRITIS AND RHEUMATISM 
FOUNDATION ANNOUNCED 


A new national foundation has been organized to promote the study 
of arthritis and rheumatic conditions from which an estimated 7,500,000 
persons in the United States are suffering. 

Completion of negotiations to consolidate leading organizations in the 
attack on rheumatic conditions was disclosed by Paul Holbrook, M.D., of 
Tucson, Ariz., President of the Foundation, in the July 24 issue of The 
J.A.M.A. 

The Arthritis and Rheumatism Foundation is sponsored by the Amer- 
ican Rheumatism Association in cooperation with the National Arthritis 
Research Foundation, the Detroit Fund for Crippling Diseases, and others. 
Medical policies and activities will be directed by a medical and scientific 
committee now being organized. 

The 38 local chapters of the foundation will help integrate programs of 
investigation within local areas and rajse funds for local and national 
activities. 

GREAT BRITAIN 

Arthritis Aid Units—The Canadian Press reports that Lord Horder, 
physician to the King and a leader of the war on arthritic diseases, has planned 
a squad of two hundred mobile physical therapy units to carry the latest treat- 
ment to every small town in England. There will be two fully trained physical 
therapists to each truck. Trained operators of the electrical equipment have 
been traveling in Britain for more than a year in twelve trucks. 








ON SENILE DISORDERS OF GAIT, 
INCLUDING THE SO-CALLED 
“SENILE PARAPLEGIA” 


Macdonald Critchley, m.p.* 


THE TERM “‘senile paraplegia’ connotes a condition of weakness of the lower 
limbs occurring in aged individuals. For many reasons this expression is 
an unsatisfactory one, for at times the phenomenon is neither ‘‘senile” nor 
“paraplegic.” The main objections may be stated shortly and later discussed : 

(1) Senile paraplegia is not a well-defined clinico-pathological entity. 

(2) The morbid anatomy may rest upon degenerative vascular changes 
which are not necessarily an old-age effect. 

(3) The weakness of the lower limbs may vary in its nature within 
the widest possible limits, and “‘paraplegia’”’ may be an inappropriate term if 
not at times an actual misnomer. 

(4) The motor affection of the legs may or may not be accompanied 
by other neurological disorders; sensory, sphincteric, vaso motor, and so on. 

To speak in the plural of “the senile paraplegias” is to admit the 
unsatisfactory nature of our terminology, but even this modification does not 
cease to raise objections. It is noteworthy that the classical monograph 
of Lhermitte was dedicated to a study of “les paraplégies des vieillards” and 
the phrase “paraplégie senile” is avoided. 

The originator of the conception of a senile paraplegia cannot be named 
with confidence. Discussion of weakness of the limbs in aged subjects has 
been proceeding for well over a century, as may be read within the historical 
section of Lhermitte’s monograph. It is possible that Clifford Allbutt was 
the first to speak of a “senile paraplegia” for in the “System of Medicine”’ 
which he edited in 1899, he contributed a short chapter under that title. 
Therein he described paralysis of the legs in elderly persons, and he assumed, 
but did not demonstrate, some local senile decay within the spinal cord. 
Allbutt admitted that he had gained the idea of a senile paraplegia from Sir 
William Gowers, who had contributed a note on the subject in 1890. 

But a greater experience of gerontology ‘brings out only too clearly 
that there are many clinical types of weakness of the legs in senility, while 
the neurologist may find lesions of various kinds, of all levels of the 
neuraxis, either as isolated features or in combination. Extraneural changes 
may also play a considerable part in causing a weakness of the legs in old 
age, and include senile changes in the joints and periarticular tissues. Even 


*From the National Hospital, Queen Square, London; Senior Physician, King’s College 
Hospital; Dean of the Institute of Neurology. 
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the three clinico-pathological types of paraplegia in old persons described by 
Lhermitte (cerebral, spinal, and muscular), do not account satisfactorily for 
all the observed facts. 

Thus Lhermitte discussed only one instance of cerebral paraplegia, 
namely that due to a progressive lacunar disintegration. The spinal varieties 
had of course been recognized far longer, and Lhermitte distinguished three 
anatomical sub-types, (1) the perivascular sclerosis of Demange; (2) a 
marginal sclerosis; and (3) a senile combined sclerosis. Lhermitte was 
sceptical of the existence of a neural type of paraplegia due to senile changes 
limited to the peripheral nerve trunks. He devoted much attention to para- 
plegia due to senile ischemic changes within the muscles themselves. This 
so-called “myopathy of the aged,” he asseverated, may show itself either 
as a paraplegia in flexion or in extension. Passive as well as active move- 
ments of the limbs are virtually impossible. The muscles waste somewhat, 
and are hard to the touch. As the nervous system properly speaking is 
intact, changes in the reflexes and in sensibility do not occur. Symptoms 
of senile myopathy come on slowly with a gradually increasing feebleness of 
the legs accompanied by aching pains. 

Lhermitte, at the time of writing his monograph, had never seen a case 
of this sort in a male patient, but in his later papers, cases of this kind were 
recorded in that sex. 

It is believed that the morbid anatomy of this muscular type of senile 
paraplegia consists in a great increase in the amount of connective tissue 
lying not only between the muscle bundles, but also between the individual 
muscle fibres (the so-called ‘“‘myosclérose rétractiledes vieillards” ; Lejonne 
and Lhermitte, 1906: Lhermitte, 1928). 

In a number of communications, Critchley (1926, 1931, 1933, 1936) 
has classified the clinical varieties of senile paraplegia as cortical, subcortical, 
spinal, and muscular. These groups are self-explanatory and are largely based 
upon the earlier work of Lhermitte. With regard to the cortical and sub- 
cortical types, two points may be emphasized : 

(1) Cortical paraplegia may result from an isolated and solitary cere- 
brovascular accident and may therefore appear with some abruptness. 
Critchley had recorded one such case with morbid anatomical explanation. 
The patient, though not belonging to the cadre of senility, was an arterio- 
path. By reason of a structural peculiarity in the cerebral arterial pattern, 
the anterior cerebral artery of one side gave a branch which ran above the 
corpus callosum and ended by bifurcating into branches which supplied the 
two paracentral lobules. An occlusion of the anterior cerebral artery there- 
fore led to a bilateral softening affecting the uppermost extremities of the 
motor cortex of both sides, causing weakness of both lower limbs below 
the knees. 

(2) It is not rare to find a bilateral weakness of the legs following an 
isolated apoplectic hemiplegia. An aged person sustains a stroke which causes 
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a hemiplegia of the usual type. The patient takes to his bed and remains 
immobilized. Thereafter the paralyzed leg gradually contracts and adopts a 
position of flexion. After some time the opposite, and unaffected, lower limb 
may gradually bend so as to assume a similar attitude. One limb may be 
internally rotated and adducted, the other being abducted and everted, so 
that the two legs fit tightly against each other. Signs of pyramidal disorder 
will of course be found only in the limb originally affected by the hemiplegia. 

There exists a large group of cases where the gait in old people becomes 
considerably disordered, although the motor power of the legs is compara- 
tively well preserved. A paradoxical state of affairs is the result: testing 
of the individual movements of the legs while the patient reclines upon the 
couch shows little, if any, reduction in the strength. The tonus may not be 
grossly altered and the reflexes may betray only minor deviations. Sensory 
tests show no unusual features. But when the patient is instructed to get 
out of bed and to walk, remarkable defects may be witnessed. The patient, 
first of all, appears most reluctant to make the attempt. His stance is bowed 
and uncertain. He props himself against the end of the bed and seeks the 
aid of the bystanders. Encouraged to take a few steps, he advances warily 
and hesitatingly. Clutching the arms of two supporters, he takes short, 
shuffling steps. The legs tend to crumble by giving way suddenly at the 
knee joints. Progression, as far as it is possible, is slow and tottery. The 
patient veers to one side or the other. Frequently the legs cross, so that one 
foot gets in the way of the other. 

The foregoing description refers less to a variety of senile paraplegia 
than to a disorder of gait in the aged. This has been the subject of comment 
from time to time in neurological literature. L’astasie trépidante was the 
term applied in France during the nineteenth century. In 1900, Petrén 
devoted a monograph to these senile disorders of gait. His description of 
the affection of the gait reads as follows: ‘““When one tries to make him 
walk by pulling on his arm, there appear—peculiar rudimentary steps; in 
other words ‘trepidation.’ In this way he cannot be made to walk, but one 
can only drag him forward a few metres on his tiptoes until he becomes 
tired out. But if one gently pulls his arm forwards, or else waits quietly, 
he suddenly begins to walk in a normal way using not unduly short steps. 
But then just as suddenly, he stops. One then. has to wait a while until 
again he suddenly begins to take a few more steps. But then just as suddenly 
he stops. One then has to wait a while until he suddenly begins to take a few 
more steps. Thus it goes on, alternately a few steps and then a pause. .. .” 

Since his work, it has been customary to speak of “Petrén’s gait” in 
this connection. The author argued at length whether or not the disability 
should be ascribed to a hysteria supervening in old persons. The subject was 
reopened ten years later by V. Malais¢, who regarded the disability as lying 
outside the domain of an hysteria. 

In a younger age group we see something similar in the gait of certain 
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arteriopaths. A short steppage gait (Kleinschrittergang ; brachybasia ; marche 
4 petits pas) is of course a commonplace feature of diffuse cerebral arteriop- 
athy and is of diagnostic importance. It forms part of the total picture of 
what has been called arteriosclerotic Parkinsonism (Critchley), where a 
rather exaggerated associated arm-swinging is one of the points of distinction 
from the gait of ordinary Parkinson’s disease. But in a small number of 
cases the walking becomes so tottery, and the steps so very slow, that the end 
result is bizarre in the extreme. The patient may progress insecurely by 
shuffling along, the toes being advanced only an inch or two at each step. 
The feet are pushed along the ground, not raised. Each movement may be 
comparatively rapid. When the patient wishes to make an about turn, the 
tiny scuffing movements are exaggerated in a manner that is almost fantastic. 

In these two sets of circumstances therefore, namely senility and diffuse 
cerebral arterial degeneration, the act of walking may be gravely disordered, 
even though motor power is relatively preserved. When standing is also 
affected, we have an astasia-abasia, senile or arteriopathic, which has an 
hysterical allure. 

It is tempting to regard these two types of disordered gait as manifesta- 
tions of an apraxia (Critchley, 1931). Intact muscular power upon direct 
testing, with disordered voluntary movement in the act of standing and pro- 
gression, may well be explained upon the basis of a psychomotor affection. 
That no other manifestation of apraxia is demonstrable does not argue 
against the conception of an isolated “apraxia for walking.” One would 
expect, naturally enough, to encounter a significant number of such cases com- 
bined with a “trunkal apraxia” (‘“Rumpfapraxie”), as shown by difficulty 
in the deliberate act of sitting, kneeling, getting into bed or out of it, and 
so on. One would also expect to be able to demonstrate at times dissociation 
between a deliberate, volitional, voluntary act of walking, and a more auto- 
matic progression; the former might be expected to show far more impair- 
ment than the latter. Cases of ‘““Gangapraxie’” have indeed been described by 
O. Vogt and O. Maas (1911); J. Gerstmann and P. Schilder (1926) ; and 
by L. van Bogaert and P. Martin (1929) ; as recorded in O. Sittig’s mono- 
graph (1929). 

However, by the very nature of the disability, walking probably does 
not cease to be a highly voluntary action in these aged patients and may 
never attain an “automatic” level. As Hughlings Jackson asserted, walking 
is not a question of voluntary as against an automatic act, for there are 
degrees of voluntariness. He gives as an instance a man descending a flight 
of stairs in the dark. The first step is cautiously explored, and slowly 
achieved. The next few steps are made with greater boldness and ease, and 
finally the patient finishes the descent with confidence and familiarity. In 
such a case the first step or two is a “highly voluntary” act; the next few 
steps are “less voluntary” and “more automatic”; while the concluding steps 
are “entirely automatic.” 
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A senile or arteriopathic individual may embark upon the act of stand- 
ing and walking with such trepidation that the activities remain at the 
highest level of volition. An automatic type of action is not achieved, and 
hence the characteristic apraxic dissociation between voluntary and auto- 
matic movements is rarely, if ever, demonstrable. 

When we turn to Petrén’s explanation of the disordered gait in arterio- 
paths or in the aged, we find him saying, ‘Mit Sicherheit konnen wir wohl 
nur behaupten, dass die primare Ursache dieser Form von Abasie ‘darin 
liegt, dass die Arteriosklerose und zum Theil auch schon das Alter diejenigen 
Theile des Nervensystems, die beim Gehen zur Anwendung kommen, in ihrer 
Funktionsfahigkeit mehr oder weniger geschadigt hat. Andererseits zeigen 
doch die Beobachtung dieser Kranken nebst anderer Erscheinungen einer 
diffusen Arteriosklerose des Gehirns eine Herabsetzung der ganzen psychi- 
schen Thatigkeit —- Diese Herabsetzung bezieht sich nicht nur auf die 
bewussten, sondern auch auf die subconscienten psychischen Funktionen, so 
dass diese nicht langer im Stande sind, wie unter normalen Umstanden, den 
einmal angefangenen Gang zu besorgen, im Falle IT auch nicht die songstigen 
im alltaglichen Leben gewohnlichen Beugungen. Die Fahigkeit des auto- 
matischen Ganges is also verloren gegangen. Auf diesem Boden entsteht so 
spater in der einen oder der anderen Weise eine Storung im Gebiete der 
vorstellumgen welche die nachste Ursache du specifischen Erscheinungen der 
Abasie ausmacht.”’ 

In other words, Petrén was unwittingly describing a phenomenon which 
is essentially apraxic. 

As von Malaise taught, some of the senile disorders of gait are to be 
regarded not so much as apractic affections as the result of cerebellar involve- 
ment. The widely separated legs and the gross ataxy in such cases suggest 
either a senile cerebellar atrophy or else cerebellar vascular disease. It is inter- 
esting to turn to the memoirs of that physician of Salem, Mass., Dr. Edward 
Holyoke (1829), in which he described his clinical state in his ninety- 
eighth year: 

“About 10 or 11 years ago, I found that in walking I was apt to lose 
my equilibrium, and sometimes to stagger like one intoxicated, particularly 
if I looked up to see the town clock, or how the wind blew, in doing which I 
have several times nearly fallen to the. ground; this complaint 
gradually increased. 

“About two months past I perceived an odd and unusual sensation in 
my head when I suddenly changed my posture, which to my feeling was as if 
a moderately ponderous fluid fluctuated over the surface of the brain, and 
when I turned in my bed, I felt as if it were a fluid flowing from the side I 
had been lying on, to the other side of my head. And when I sat up in bed 
after having been awhile on my left side, I felt as if a fluid floated over to 
I lay my head down on my pillow at night, I have a sensation like what I 
the right, and carried my head with considerable force along with it. When 
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suppose would arise from the pressure of a fluid flowing down to the back 
of my head, and crowding it down hard upon the pillow; this sensation of 
crowding continues but three or four seconds, after which I feel no more 
of it till I alter my posture. 

“One morning in November last, upon getting out of bed, the impetus 
of the fluid (if there is one) was so great as to throw me on the floor, though 
I exerted my utmost endeavor to keep myself on my feet ; since which I have 
been more on my guard, and though I have never since been thrown to the 
ground, I have twice since been thrown into a chair which stood by the bed 
side, which saved me from falling. While I sit still I feel no complaint, but 
every sudden motion of the head is apt to produce a trace of it. 

“This fluctuation, which never lasts more than a very few ‘seconds, is 
not attended with the least degree of pain, nor any loss of consciousness even 
for a moment, nor am I sensible that the faculties of my mind are injured or 
affected by it, in the least; nor have I ever perceived any gyratory motion 
such as vertiginous patients complain of. 

“Presuming that in order to our walking steadily it is necessary that the 
cranium be completely filled by the brain, and observing that persons greatly 
advanced in age were apt to walk unsteadily, to lose their balance, to stumble 
and fall, as is the case with me, I am led to suspect that the brain in such 
subjects becomes shrivelled and contracted, and that from this cause a vacuity 
takes place. 

“And may not a fluid be lodged between the dura and pia mater, without 
injuring the functions of the brain, if it be not so accumulated as to 
compress it? 

“When I first felt the fluid it seemed as thin as water, and to shift its 
place as quickly as water would, but lately it appears in less quantity, and as 
if more viscid, and longer in passing from one side of my head to the other. 

“T would observe further, that from my first feeling the propensity to 
stagger and stumble, the complaint has been invariably greater in the evening 
than in the fore part of the day.” 

We may observe that Dr. Holyoke suspected a condition of hydro- 
cephalus ex vacuo. The subsequent autopsy, performed after he had attained 
the age of 101 years, demonstrated a shrunken cerebellum. 

But, as a matter of fact, von Malaisé had already distinguished a cere- 
bellar type of senile disorder of gait from one due to hydrocephalus. His 
clinico-pathological classification was actually as follows: 


(a) The “ordinary” senile gait. 

(b) Disorders of gait— 

(1) Brachybasia, or march a petits pas, (characteristic of lacunar 
brain degeneration) ; 

(2) Disturbances of gait, “typus Petrén” ; 

(3) Senile cerebellar disorder of gait; 

(4) Disordered gait due to senile internal hydrocephalus ; and 
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(5) Senile disturbance of gait with partial or complete 
functional basis. 

We may reaffirm therefore, that weakness of the legs, when appearing 
in old age, may be due to many causes, at various levels of the nervous system. 
Since involutional changes are commonly diffusely distributed throughout the 
body, it would indeed be exceptional to meet with “pure” types of para- 
plegia, due to lesions confined to one particular region. The term “senile 
paraplegia” is therefore not altogether appropriate in clinical neurology. 
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LIFE SPAN OF 67 YEARS, A NEW HIGH, IS REPORTED* 


National Office of Vital Statistics reports that average length of life of 
United States inhabitants is now almost 67 years, its figure being based on 
studies of 1946 death rates. An increase of nearly one year has been achieved 
since 1945, according to NOVS. Life expectancy at birth is now 70.3 year for 
white females, first time that any group (by sex or color) of the population 
has reached the biblical ‘‘three score and ten.”’ For white males, it is 65.1 years ; 
non-white females, 61 years; non-white males, 57.5 years. 

*Reprinted from The American Journal of Digestive Diseases, September, 1948. 

















HABITS IN THE AGING 
HEART PATIENT 


Louis Faugers Bishop, M.p. 


IN THE MANAGEMENT of the elderly person with heart disease, it is my 
custom to consider the “habit” question along the following headings, and 
plan continuous treatment accordingly. 


Environment Tea and coffee 
Hours of work Diet 
Vacations 
Hours of sleep Ae 
Hobbies 
Home remedies Tobacco 
Alcohol Exercise 


These habits are listed on a preliminary history blank, and are of first 
importance, not only from the standpoint of gaining information regarding 
them, but careful questioning on these habits often brings out a picture of the 
life situation of the individual. 

The habits of older people cannot be radically changed, but can be 
modified. The doctor who is confronted with the management of the elderly 
person with heart disease must use great care in an attempt to even modify 
the habits of a lifetime. The average bodily or mental habit has become, for 
good or ill, a fixed part of an aging person, and is of primary importance, 
physically, socially and psychologically. 


ENVIRONMENT 

In general, as concerns environment in the aged, it should be the one 
he likes best, a pleasant, pervasive part of his usual past and present life, for 
it is easier to swallow than something utterly new. He will often be uncon- 
scious of it. His habits in this environment must be good for him, not 
necessarily for his wife, children, or nurse. 

Take as an example a lady in her eighty-first year who has a dislike 
amounting to a phobia for new faces, new dressmakers. Many aging women 
and men resemble her in their egotistical conception of the whole world as 
revolving around their desires, their health and well-being. Even the war 
upset them, mainly because food was limited in kind, hotel rooms were 
vanishing and hard to obtain. Often their contemporaries have died, and 
they are forced to magnify themselves to survive. Love has evaporated, 
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which is often as much their own fault as their children’s. The doctor who 
cares for the elderly patient will find that he usually has more to supervise 
than health, as a result of the erosion of affection over the years. 

The sudden precipitation of this woman into a hospital, on a restricted 
rice and fruit juice, salt-free diet, actually upset more than it helped her. 
If a week had been taken to accustom her to the idea she would have enjoyed 
her week’s rest, but “railroading” her into a $20 a day room caused her to 
“fling my bomb,” and rebel, as she expressed it. The doctor for this type 
of person is always the man who can understand the aged, and not hurry 
them, even though the treatment may seem to be for their best interests. 


HOURS OF WORK 

In hours of work, what would be killing for one is stimulating and 
satisfying for another, according to the habit of past years. A story which 
illustrates this was noted in a recent news item in a daily newspaper. An 
84-year-old inventor was asked where he ‘‘was going for a rest.’’ He replied 
that he was looking for a factory to start the manufacture of his latest 
machine, but that he was “too busy” to talk about himself. The secondary 
heading to hours of work is a matter of hours of rest and sleep. The right 
balance of work and rest for each individual is the best answer to this 
problem in the aged. 


HOURS OF REST 

In the heart patient, the matter of sleep and rest can be a happy or an 
unhappy habit, depending mainly on the state of the breathing. Therefore, 
the number of pillows and a mattress not too hard or soft, are highly impor- 
tant. A sedative may help a tossing, turning person, but it must be pre- 
scribed, not as a “knock-out” blow, but as a gentle aid to rest. The uncon- 
trolled sedative habit can be a great inhibitor of a happy old age for the 
heart patient. 


HOME REMEDIES 


Sleep and rest naturally lead to the habit heading of home remedies. 
This heading is important because many elderly people have certain remedies 
to which they are accustomed, and which, in their minds at least, have proven 
helpful over a period of years. These home remedies may include a wide 
range of medications, from the proverbial lemon juice for rheumatism to the 
occasional dose of aspirin. The aging heart patient may be used to a certain 
type of cathartic. They may have some benign remedy which they swear by, 
and which apparently has done them no harm. The best policy would appear 
to be to allow them to continue to take their favorite home remedies, though 
this policy must be governed by an analysis of these medications to show 
whether they may have a harmful effect. Fortunately, the barbiturates are 
barred by state laws, and a prescription for a definite number over a limited 
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period is now required. It has also seemed poor judgment to tell these 
people that their home remedies are of no value: First, the physician is 
usually not believed, and second, such criticism may destroy a useful adjunct 
to treatment. Home remedies are comfortable to have on tap for aging 
persons, like money in the bank. The doctor might well have a list typed on 
a card for the aging person to hang up by his medicine closet for first aid 
use. The family, too, will feel safer in having this guide available for emer- 
gencies until the doctor arrives. 


ALCOHOL 

The habit of alcohol is akin to the use of sedatives, and implies control 
of the person by his doctor. Quantity is more important than quality in this 
habit. A type of drink has usually become pretty well established in the 
aged because they have found what agrees with them, and very little change 
has to be made in such a fixed habit. Some elderly people have become ac- 
customed to a rather bizarre type of drink. For instance, one elderly lady 
takes her regular ‘‘side-car’”’ nightly. Some form of plain whisky is the best 
use of alcohol for the aged heart patient. 

TEA AND COFFEE 

Tea and coffee habits are equally difficult to overthrow in the aged. 
Moreover, the tea and coffee habit may have certain useful attributes which 
may be of aid in the supervision of the cardiologist of the elderly heart 
patient. To the person who likes it, the restriction of coffee after dinner is 
like an unfinished sentence. A cup of tea in the afternoon may bridge over a 
“let-down”’ sensation, when a nap would be taken instead if tea was banned, 
and sleep at night would then be wakeful. These habits of tea and coffee 
contribute to the social life of the aged, and afe best not stressed, in man- 


agement. 
DIET 


Diet is a controversial topic in the care of the aged, heart patient or 
otherwise. In general, little change can be made in this habit, for the person 
has set up a quantitative timing as well as a qualitative preference in food. 
Vitamins interest the aged, and are often indicated. Nutritionists give 
freely of first-rate advice to the aged on the radio and in popular health 
magazines. Most older people are keenly interested in eating. A piece of a 
favorite pie can sometimes make the difference between a happy or disgruntled 
aged person, and if accustomed to eating it, no appreciable harm results. 
Likewise, with a preference for sweets in moderation. Some older people 
prefer dinner in the middle of the day, others at night. The over-fat, aging 
person is carrying a heart hazard within himself, and of course his diet 
should be carefully checked. 

Salt restriction in the treatment of heart disease is now widely advo- 
cated. The aging heart patient will often violently object to it on the basis 
that there is no real salt substitute. They often maintain that they cannot 
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get along on salt-free bread and butter when they have been accustomed 
to salt all their lives. In such a case, it is often better for the doctor to “give 
in” on this point of bread and butter, and the patient will often remain 
faithful to this diet, except for these two foods. 


VACATIONS 

Vacations might be considered a permanent state in the aged, but this 
is not so. Many aged people work, especially since the war. Even for those 
without lucrative employment, life has set up a rhythm parallel to the work- 
day of the average younger person. Vacation from this self-imposed routine 
is extremely beneficial to the aged person, as noted at cure resorts, seaside 
places, and the perennial trek to Florida, particularly where the interests and 
limitations of the aged have been studied. Rhythm of living in an aging 
person may have been too stereotyped, regardless of the best intentions of 
his family. The aged, perhaps more than the young, need an intermission, 
a recess, in their ordinary way of life. A vacation for the aged should be a 
holiday from rules too set, from habits too firmly grooved. 


HOBBIES 

Hobbies are delightful habits for the aged to cultivate, for a hobby 
can be more than an avocation; it may become both vocation and avocation. 
A hobby may begin as a diversion. Even a bed-ridden, aged heart patient 
can have a hobby to work at on his bed table for the nourishment of his 
mind, as well as food on a tray to conserve his energy. reserve. The aged 
regain the plasticity of youth when interested in a hobby, and skill yet to 
be attained creates pride and interest in future achievement. Hours fly on 
wings both by day and by night for the heart patient with a stimulating 
hobby. William James and John Dewey might have modified their philosoph- 
ical contributions on habit if they had watched some of the elderly cham- 
pion hobbyists of post-war years. 


TOBACCO 

Tobacco is a merry-go-round habit for many people, with perhaps no 
more than a smoke-ring at the end of it, but their environment often appears 
to be enhanced by it. Some time ago while paying a visit to an elderly 
patient with one of our former old-time New York consultants, Dr. Harlow 
Brooks, he spoke of a certain gentleman who had suddenly abandoned 
tobacco. It was his belief that “most people would think this was a good 
thing for him to do.” Yet Dr. Brooks thought the man’s prognosis and 
outlook for the future was very bad. He emphasized the fact that when an 
individual suddenly changes his habits, there must be some deep-seated 
reason. A short time afterwards, this man died. The philosophy behind Dr. 
3rooks’ prognosis seemed clear, that from his long knowledge of many 
individuals he had reached the right conclusion on his experience. The aged 
person with heart disease has usually fixed his tobacco habit to a point 
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where he smokes the amount which agrees with him, and this gives to his 
daily life the most comfort and pleasure. 

Occasionally, the cardiologist encounters tobacco excess in the aged, 
such as the nervous type of elderly lady who may be a chain-smoker. She 
has been unable to stop, and yet tobacco is obviously harmful to her cir- 
culatory system. The doctor must be firm and insist that she give up 
smoking. 

In general, it would seem safe to make little change in the tobacco 
habits of the elderly individual. In fact, complete restriction of tobacco may 
lead to a good deal of harm. A golf professional was suddenly restricted on 
both smoking and exercise on account of some mild peripheral vascular 
symptoms. When he stopped smoking, his appetite improved. As a result, 
he gained excessive weight, to a point where cardiac failure seemed more of a 
problem than it might had he been allowed to smoke. 

PRESCRIPTION AND PROSCRIPTION OF EXERCISE 

The exercise habit has come into popular vogue in recent times, even for 
the aged person after a surgical operation. Rest is not the blanket cure for 
heart disease that it once was, but many people still believe that there is 
nothing so good for the aging cardiac as rest. This idea is based on fear 
of exercise. Fear of ever-exertion has been reinforced by the publicity given 
to sudden death from a heart attack while the person was playing golf, or 
speaking at a public meeting. The public is not shocked when such a man 
dies in bed—where most of them do. If exercise were to be viewed as part of 
physical therapy, much of this fear would be abolished. Recovery from illness 
can be a slow and tedious affair by too prolonged rest in bed. 

Rules governing therapy in general are applicable to exercise for it 
must be prescribed and proscribed. Two important groups are always pres- 
ent in the vast number of people suffering from heart disease. The first, those 
with chronic cardiovascular disease in whom exercise is prescribed for re- 
habilitation, following such an acute vascular accident as coronary throm- 
bosis or hemiplegia. These conditions demand first, a long rest in bed; this 
applies also to congestive heart failure from any cause, and to acute rheu- 
matic fever. The second group which demands treatment by exercise is 
represented by the ambulatory chronic cardiac patient, often suffering from 
hypertension and coronary artery disease, with or without an anginal syn- 
drome. 

In the first group, exercise for rehabilitation has to be carried out on 
a graduated scale while the patients are in bed, when massage, passive move- 
ments and respiratory exercises are indicated. Following this period, the 
Schott resistance exercises have a very definite application. Measures along 
these lines facilitate the flow of venous blood to the heart and aid materially 
in its work. At first thought, the mild movements of the Schott resistance 
exercises may not seem beneficial, until it is considered that even the simple 
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flexion of a finger against resistance will bring into play all the muscles of 
the body. Resistance exercises should be employed in cardiac nursing, for 
such exercise can precede walking after a long illness in bed. The nurse 
instructs the patient to move some part of the body while she gently resists 
the movement. 

The next step in the convalescence of such patients should be graded 
walks, such as are advocated by the Oertel method of exercise. Walking is 
‘carried out up to the point where any symptoms arise, and benches are 
placed where the patient can rest at certain distances. These distances are 
marked out, so that the person can judge how far he has walked. Beginning 
on a horizontal level, the walks are gradually increased with regard to dis- 
tance and incline. The Oertel system combines psychotherapy and physical 
therapy out of doors that is safe for the aging heart patient. Such a system 
would be of aid to a cardiac convalescent while on a cruise. If accompanied 
by a trained assistant, graduated exercise might coincide with the benefits to 
be obtained by the mental and environmental change of habits associated 
with a sea voyage. 

It is difficult to prescribe exercise for that large group of persons suf- 
fering from angina of effort, associated with coronary disease. Mackenzie 
stated that “the guide in these persons is the patient’s response to effort. 
It may be taken for granted that effort which he performs with comfort is 
not harmful but beneficial, in the sense that exercise of the heart muscle 
within the limits of its power keeps the muscle in good condition.” 

It would seem safe enough to extend Mackenzie’s prescription of 
exercise to include a far wider range of ambulatory patients. It is not easy 
to gauge the capacity for effort in an individual in whom the degree of im- 
pairment of the heart muscle is undetermined. The response to daily activity 
is important to ascertain. 

Recently, it was a pleasure to play ‘‘bottle” pool with an elderly gentle- 
man of very slight acquaintance. He remarked, “I am eternally grateful to 
you for something I’ve heard you have advocated, and which I have tried 
this summer—and found successful. I can still play six holes of golf—and 
enjoy it!’ He explained that he had read an article I had written on the 
benefit of exercise for the older impaired individual. He had then gone to 
his own doctor about it, who had advised him to go ahead—that it probably 
would do him no harm. 





In the management of the elderly, arteriosclerotic person, the habits ot 
exercise play a very important part, particularly in men or women who have 
been accustomed all their lives to play games, and enjoy them. Long habit has 
rendered them skillful, and therefore, they play games with less effort. 

The greater the cardiologist’s familiarity with every type of exercise, 
game or sports, the safer his prescription of exercise for his aging heart 
patients. Familiarity with the potentialities of the pharmacopoeia is a re- 
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quired habit of the doctor, but a knowledge of the delicate adjustment of 
exercise necessary for the aging cardiac patient is of much importance as 
well. The doctor must know the amount of effort involved in many varieties 
of exercise, for he will then be better able to impart this information and 
thus obtain co-operation by the very conviction of the patient that his doctor 
knows what he is talking about. Even graded exercise, unless intelligently 
stressed to many people who may need it, will be neglected because they 
will find it boresome. Yet offering it as a method of being able to do more 
interesting types of exercise later will engage attention. 

The type of exercise and the period of day for it must be decided by 
the physician on the basis of his knowledge of the patient’s temperament 
and occupation. Early morning exercise would seem to be better in most 
instances than later in the day, when it might interfere with rest or sleep by 
giving rise to great fatigue or too much stimulation. 

A patient who has a damaged myocardium with very little reserve may 
intensify the problem of the doctor’s prescription of exercise. Many such a 
man uses the subway every day to travel to his place of business. The 
doctor can encourage him to walk at least one or two subway stations farther 
downtown before he goes down the subway stairs. Constituting a graded 
system of exercise, easy of execution, such a prescription of exercise carries 
the advantage of a definite objective in the idea of a morning walk, appealing 
to the “that-for-which” executive type of mind. 

There have been too few well-controlied studies of the effect of exercise 
on the damaged myocardium. Comstock has reported the beneficial effects of 
a course of baths, controlled exercise, and psychological care, at Saratoga 
of a group with coronary disease. It has been my custom to advise many 
suitable patients as to the habits of exercise, baths, and massage to be 
pursued at a cure resort, and with good results, combining a vacation with 
a cure. This type of vacation should be prescribed more than it is to-day. 
Such a patient last summer spent his vacation at Saratoga, playing nine 
holes of golf in the morning, resting after lunch, and taking the baths and 
massage in the afternoon. When a man receives a prescription for a drug 
he is led to believe that it will ameliorate his malady. Likewise, a prescription 
of movement for the aged cardiac patient should carry with it hope and 
optimism. : 

Games with intermittent action are often very suitable for chronic 
cardiovascular disease; for that reason, croquet and lawn bowls are par- 
ticularly suitable, in contrast to more active games. Golf falls under the 
heading of intermittent exercise. There are nine hole golf courses where the 
holes are of suitable length and where the grades are not difficult to over- 
come. If properly prescribed, golf can be carried out by a large number of 
impaired people, especially by those accustomed to play the game. Regu- 
larity of exercise is a most important factor in golf or any type of game. 
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Archery is another good game of intermittent action combining mild exer- 
cise with the play element. 

Not so interesting as a game, but often quite necessary in this era of 
strikes, is walking up and down stairs. The well known advice to heart 
patients of “going up stairs one step at a time” is always good insurance. 
Walking downstairs is good exercise for elderly people because it is not 
only a resistance exercise, but is also of value in improving a sense of 
balance. In this connection, a cane is of great assistance in giving a feeling 
of safety to walking. To those who can overcome a sense of shame of age, 
the use of a cane seems to give great comfort to some people. If men could 
view the cane as a smart sartorial accessory, like the dandies of a former 
era, it would shed embarrassment and afford release to many an unhappy 
older person kept at home by the overanxiety of his family. Window shop- 
ping or going to luncheon with a friend would be easily accomplished by 
an older woman with a cane, if she practiced using it in front of a mirror 
at home. The manufacturers would soon be creating new models! Wheel 
chairs have become smart in design. Why not canes? 

After studying a large group of aging cardiacs, it is noted that many 
have survived to longevity, and an increasing number will live even longer, 
due to the emphasis on geriatrics. It is safe to say that a careful study by the 
cardiologist of the general habits of the individual with a cardiac impair- 
ment will aid in the prescription and lessen the proscription of not only exer- 
cise, but happier years ahead for the aged. 
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TO Se 
SEX HORMONES FOR BROKEN BONES IN OLD PEOPLE 


Sex hormones may help the healing of broken bones in old people, it 
appears from a report of Dr. W. O. Thompson of Chicago to the American 
College of Physicians meeting at San Francicso. 

Male hormone treatment of broken bones in old men is one of 14 uses 
of this material listed by Dr. Thompson. 

Use of the hormone is based on its influence on the growth of bone 
and laying down of calcium in bone. Not enough observations of the hor- 
mone’s effect in broken bone have been made to prove beyond doubt that 
it is helpful, Dr. Thompson cautioned, but several scientists have observed 
good results. 

Similar improvement, he said, has been reported in older women with 
broken bones as a result of doses of female hormone, which also influences 
growth of bone. 
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TIME IS NOT TOXIC 


As the general population ages, naturally we are seeing more and more 
patients who are in the upper age brackets. Many of these patients are 
adversely affected either consciously or subconsciously by the dread of the 
mere passage of time. They have become hypersensitive or allergic to the 
influence of the killing phrase, “three score years and ten,” which has been 
worrying them for years or even decades. 

Such patients may be said to suffer from a “time neurosis,” which would 
indeed seem to be an entity as distinct and clinically significant as cardiac 
neurosis. They believe that time of itself must eventually and inevitably cause 
death unless some fatal injury or disease intervenes. This type of neurotic 
suffers from the delusion that time has some effect on the body and mind. 
The patient may even have the notion that he can actually physically sense 
the “weight” of his accumulated years, and must stoop under the burden of 
decades. All those who develop a time neurosis subscribe to the prevalent 
superstition that time is in some way a poison exerting a mysterious, cumu- 
lative action. 

Belief in the ‘effects of time’ tends to reduce ambition and expectations, 
and therefore endeavors are actually curtailed. The will to live is weakened. 
As psychosomatic medicine has made clear, declining morale has markedly 
harmful effects on the body as a whole. The patient with a time neurosis 
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acquires the habit of searching with increasing anxiety for signs and symp- 
toms of the onset of senescence. The obsession itself may be a cause of 
definitely premature aging. Confidence and hope are diminished; continual 
worry decreases efficiency and increases nervousness and irritability. Life 
assumes a somber hue. Imaginary symptoms are noted with increasing fre- 
quency. The mind or the heart may seem to be failing. Morbid attention is 
given to every phase of physiology of which the patient may be aware. 
Morbid conditions may then ensue. 

' The toxic conception of the “effects of time” has subtler action in many 
cases, the individual more or less subconsciously feeling that, as the years 
go by, he “must be growing old—for does not time age us all?’ Time then 
really does have a deleterious effect on health of the body and mind. 

Patients with an obvious time neurosis of course need reassurance and 
psychotherapy. Because such neuroses are common, it is remarkable that they 
seem to have been given no significant attention in the literature. Is this 
neglect attributable to an almost universal belief that time indeed has definite 
effects ? 

Time, however, can have no effects. It is but a dimension—one of the 
four dimensions of space-time, the other three being length, breadth and thick- 
ness. Time differs from the other dimensions in that it is the moving dimen- 
sion which by its even motion throughout all space provides room for 
changes in matter and energy to occur. The interval between two ticks of 
the clock is a “‘space of time’’—just so much room—in which the organism 
can extend its being and occupy the other three dimensions of space-time. 
Time like space has no influence on the movements of material particles or 
on the transformations of energy—which merely “‘take”—i.e., occupy—time, 
the room for change. 

Tissue culture experiments have shown that every human tissue is 
endowed with potential immortality—when adequately provided with food 
factors, oxygen, and suitable warmth and when removal of wastes is care- 
fully effected. Time has no effect on human tissue maintained under such 
conditions, or indeed on human tissue under any conditions. 

Further, there are wide differences in the rate of aging of different 
individuals and even of different tissues in the same individual. Precocious 
senility can occur at any age; time is not a factor. In this centenarian or 
that, we encounter a grossly and histologically youthful heart, brain, liver, 
kidney, testis, or even skin, hair, teeth—perhaps a third set. If senescence 
is a major involution, it is not brought about by the “effects of time’— 
merely must occur in time if it is to occur at all, and presumably results from 
the basic structure of the body. Additional evidence that the problem of 
senescence is somehow bound up with the problem of human structure has 
been forthcoming from studies on the relation of heredity to longevity, which 
is partially determined by inherited constitution and not by time-caused de- 
terioration. Cancer may be regarded as a pathological type of rejuvenescence, 
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tissues assuming (reassuming) youthful or embryonic capacities for pro- 
liferation; is time turned backward? Or is time in this instance merely room 
for the reversal of changes, themselves independent of time, at whatever 
rate they occured? 

When a patient with a time neurosis is encountered, we can point out 
in simple terms the distinction between chronological age and biological age. 
Biological age is, essentially, the vigor of a given tissue, organ, or organism; 
it is independent of time, or chronological age. Vigor does not necessarily 
vary inversely with the age of the adult. It varies directly with the factors of 
heredity, healthful living, mental condition, and medical and surgical treat- 
ment. Old age or senility isnot a legal cause of death; it has no place on the 
death certificate. It can be called to the attention of the patient that already 
research is being directed toward the finding of the causes and means of 
treatment and even prevention of any and every degenerative disorder known 
to medical science. No longer is it assumed that any degenerative change 
results from the “effects of time.’ When a time neurosis is treated success- 
fully, the patient becomes younger than at the time he entered your office. 
The weight of years and the toxic conception of time have been eliminated 
as senility-inducing factors. 

Reprinted from DeCourcy Clinic Bulletin. 


HEART DISEASE AND CANCER HIT OLD AGE 


Diseases of the heart and circulatory system caused more than 57 per 
cent of the deaths in all age groups combined but hit hardest among people 
over 60 years of age where they accounted for nearly 62 per cent of deaths. 
Cancer, on the other hand, was most severely felt in the ages 40 to 59 group, 
where it caused about 16 per cent of deaths. Mortality from cancer in all age 
groups combined was 14.6 per cent of the total deaths from all causes. 

Following is a table showing The Mutual Life’s 1947 experience : 


Causes of Death All Ages Under 40 40to59 60and Over 
Per Cent ~ Per Cent Per Cent Per Cent 


Diseases of Heart and 


Circulatory System $7.3 14.6 53.8 61.9 
Cancer 5 14.6 11.4 15.8 14.4 
Accidents de 5.0 35.7 6.3 2.1 
Disease of the Kidneys «a, 2.9 2.7 4.1 
Influenza and Pneumonia oe 3.1 2.8 4.0 
Suicide ... ete: ~ e 6.2 3.0 ¥ 
Tuberculosis ... A a a KW 1.5 6 


All other causes ee diame ee 22.4 14.1 12.2 
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CAN THE DEATH RATE FROM 
HEART DISEASE BE LOWERED? 


The consistently increasing mortality rate from heart disease in this 
county is viewed with alarm by many writers. By inference at least their 
readers are led to believe that through concerted action by the government 
and the medical profession material reduction in this death rate can be accom- 
plished. It is true that by carrying out a regime of sensible living adjusted 
to individual needs as determined by their physicians many persons with 
heart disease can be saved from premature demise. It is also true that there 
is a vast hitherto incompletely explored field of study which possibly, perhaps 
probably, may result actually in preventing certain types of heart disease. 
On the other hand, no one should be deluded into the belief that the mortality 
rate from heart disease will ever decrease—at least not so long as the rules 
for the compilation of vital statistics remain unchanged. 

Death is inevitable and if one lives long enough and does not succumb 
to accident or other lethal cause his death will be charged statistically to 
heart disease. In scanning certificates ascribing the deaths to this cause, one 
is struck immediately by the large proportion of old people represented, per- 
sons in their seventies, eighties and even nineties. Many of these deaths could 
well be attributed to “old age” except for the fact that this is one of the 
causes for death which is not acceptable to the vital statisticians. Knowing 
this, the attending physician who must assign some definite recognized cause 
for the death of one of these old people attributes the fatality to some form 
of heart disease, such as coronary occlusion, chronic myocarditis, etc., on the 
basis that the heart was the organ which finally ceased to function. It is evi- 
dent therefore that as higher standards of living and better practice of 
medicine serve to prevent deaths at younger ages, the death rate from so- 
called “heart disease’ will increase year by year. If an Utopia existed where 
the same number of births were to occur each year, and everyone lived to be 
100 years old and then died of “old age,’”’ applying the present statistical 
rules every death would be charged to heart disease and the death rate from 
that cause would be 1,000 per 100,000 population. 


Reprinted from Westchester Medical Bulletin. 


RECREATIONAL ACTIVITIES FOR THE AGED 


Expansion of leisure-time activities for the aged of New York is 
shown in a revised edition of “Recreation Facilities for Older People,” a 
Welfare Council of New York City pamphlet which has recently been issued. 

Copies of the pamphlet may be obtained from the Welfare Council of 
New York City, 44 East 23rd Street, New York 10. 
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The Climacteric: a Period of Endo- 
crine Imbalance. 

James H. Darracu, McGill Medical 
Journal, 15, No. 3: 239-249 (Oc- 
tober), 1946. 

The reason for the intensive campaign 
in advertising endocrine products and 
outlining the usefulness of the estrogens 
in treating the symptoms of the meno- 
pause may be the most pronounced in- 
terest on the part of the medical pro- 
fession, as well as the public, in the last 
decade in endocrine therapy and the fre- 
quency of the occurrence. 

The symptoms of menopause are 
slight or more severe nervous disorders, 
physical and mental disorders ; in other 
words, they are of genital, circulatory 
and neuropsychiatric character. Time of 
onset and the severity of the climacteric 
are materially influenced by racial and 
climatic factors, as well as by previous 
endocrine potency of the ovary. Wom- 
en with late onset of the menarche ap- 
proach the menopause at an earlier age 
with fewer disturbances. The climac- 
teric syndrome is due primarily to ovar- 
ian hypofunction and the resultant pitu- 
itary hyperfunction, which can be con- 
trolled by estrogenic substances. 

The pituitary not only produces an 
excess of gonadotropins (F.S.H. and 
L.H.), but there is hyperfunction as re- 
gards other hormones as well. They are 
four in number: the thyrotropic, the 
adrenotropic, and a hormone stimulat- 
ing the autonomic or vegetative nerv- 
ous system as well as the diabetogenic 
factor of the anterior pituitary. 

For treatment many different estro- 
genic substances are available, estradiol, 
estriol, estrone, diethylstilbestrol and 
hexestrol. Estradiol is specially recom- 
mended. Treatment may be given pro- 
phylactically, from the age of 40 on, or 
immediately after castration. Small 
doses are prescribed, until withdrawal 
of the therapy produces no symptoms. 


There are, however, dangers of over- 
treatment. When infection occurs 
through predisposition to it of the post- 
menopausal vaginal mucosa, the condi- 
tion is called senile vaginitis. Estrogens 
should not be administered to women 
who have cancerous or precancerous le- 
sions on the breast or cervix. 

Not all cases of “menopausal syn- 
drome” react to estrogenic therapy ; 
such patients should be investigated 
further. 

sibliography of 12 references. 


The Place of the Out-Patient De- 
partment in Caring for Old People. 
EK. B. Brooke, M.B., M.R.C.P., D.P.H., 
London, The Medical Press, Vol. 
219, No. 18, pp. 400-402 (May 5), 

1948. 

The aim of this paper is to stress the 
need for making a more extended out- 
patient service available to the aged, and 
for providing such transport facilities as 
may be necessary for those who cannot 
come to the hospital unaided. Buses may 
operate a “shuttle service” between 
home and hospital, so that patients may 
be collected according to a time table 
and brought for individual treatments. 
Grouped exercises in cases of hemiplegia 
and arthritis will be succeeded by occu- 
pational therapy before the patients are 
returned home. 

Beds in district hospitals tend to be- 
come “silted-up” with long-stay pa- 
tients, the majority of which are elderly ; 
this may be avoided by adequate pro- 
vision of long-stay annexes to which 
bedfast chronic patients may be trans- 
ferred for care and maintenance. This 
would make a less heavy call upon a 
highly skilled nursing staff. The second 
suggestion is the above-mentioned out- 
patient geriatric service. 

As regards the rehabilitation of eld- 
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erly patients, in cases where group exer- 
cises can be applied, one of the great 
benefits which the department of physi- 
cal medicine can bring to elderly out-pa- 
tients is the stimulus of competition and 
a sense of companionship which helps to 
lessen the hardest burdens of old age, 
boredom and loneliness. 

An integral part of every large out- 
patient department should be a geriatric 
clinic under the care of a physician, di- 
recting and co-ordinating a service for 
the aged. Much misery would be avoid- 
ed by a dental surgeon and chiropodist 
being available at the out-patient de- 
partment. One special form of advice 
could be supplied by the hospital dieti- 
cian, who could do much to restore a 
balanced diet within the patient’s means, 
in a form suitable to his age. 

Home-visits by medico-social work- 
ers are of enormous value and often are 
the only means of gaining a true per- 
spective of an elderly patient’s case. 
Dictrict nurses, home-helps and the Red 
Cross may all help to solve domiciliary 
problems. The anxieties to which they 
give rise, play a far larger part in their 
illnesses than do those of younger pa- 
tients ; it is not only by appliances, such 
as spectacles, dentures and hearing aids, 
that the aged can be assisted, but even 
more so by an imaginative approach to 
those intangible worries, by which they 
are so often overfaced. 


The Care of Old Age in the Home. 

J. H. SHevpon, M.D., F.R.C.P., Lon- 
don, The Medical Press, Vol. 219, 
No. 18: pp. 398-400 (May 5), 1948. 
The proportion of old people spend- 

ing their last years at home varies from 

place to place, but it is rarely less than 

95 per cent of the old age population ; 

in the Wolverhampton survey it 


amounts to 98 per cent. Assuming a 
fairly adequate environment of food, 
clothing and warmth, old age undoubt- 
edly requires some mental stimulus to 
give the old person something to live 
for. It is a fact, that old people with 
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something to live for will disregard, or 
rise superior to, physical complaints. So 
far, society has made no effective use of 
the increased expectation of life ; and it 
has laid an extra burden on the man 
by retiring him at a stage of life when 
he has still much to give. Women are 
more fortunately placed, inasmuch as in 
their characteristic occupation — house- 
work — there is no retirement, on an 
average at least not until the age of 75, 
and in helping to do the above, until 
85. This has to be borne in mind when 
considering the fact that old women have 
a greater hold on life than men. It is 
frequently wiser to allow the old person 
to carry on, or at least to limit the effort, 
than to counsel an abandonment of an 
activity. 

One of the outstanding types of dis- 
ability in old people which requires man- 
agement at home, is the decline in laby- 
rinthine function manifesting itself in 
various ways, of which tinnitus and ver- 
tigo are the most common. The liability 
to fall is a curious feature of old age, one 
aspect of which is a tendency to drag the 
feet. In houses in which old people are 
living, the stairs should be provided 
with an adequate handrail, since a fall 
coming downstairs is a frequent domes- 
tic calamity, apt to lead to severe com- 
plication of fractured neck or femur. 

In the aged, signs of left heart failure 
are commoner than those of right heart 
failure. When an old person has a feeble 
myocardium, the best treatment is to al- 
low him to come to terms with life, do- 
ing sufficient to retain his interest in liv- 
ing and ensuring that he gets sufficient 
rest ; some old people manage with two 
half-days per week. Senile weakness is 
sometimes cardiac in origin. At 85 
nearly half the women are affected this 
way. It is due in part to muscular wast- 
ing and seems to be associated with 
spondylitis. Rheumatic affections are 
also extremely common, as a result of 
lifetime wear and tear on the joints; it 
may be helped by physiotherapy. 











Care of the Hemiplegic Patient. 
MaRJoRY WARREN, M.R.CS., 

L.R.C.P., London, The Medical 

Press, Vol. 219, No. 18; pp. 396-398 

(May 5), 1948. 

In hemiplegia the anatomical site of 
the lesion will determine the extent and 
nature of the resulting paralysis. Pro- 
gressive cerebral tumor with hemiplegia 
must end fatally, whatever treatment is 
applied ; in many other cases of hemi- 
plegia, however, results depend almost 
entirely upon the management and 
treatment of the patient, and much re- 
education can be successfully under- 
taken, if modern methods are applied. 
In every case there are present both 
physical and psychological factors, but 
the relative preponderance varies con- 
siderably, sometimes even in the same 
patient at different periods. 

The general principles in the care of 
hemiplegic patients include: full clinical 
examination as to cause, site and extent 
of the lesion ; treatment for prevention of 
sequelae, such as stiffness of joints, con- 
tractures, etc. ; and active physical and 
.psychological treatment. In the initial 
stages, pressure sores are very liable to 
occur unless active measures are taken 
to prevent them, especially frequent 
change of position in bed. Regular at- 
tention to bladder and rectum, regard- 
ing incontinence, is essential, as well as 
re-education of the patient. Strict oral 
hygiene is important, and the patient 
‘must be assured adequate fluids. Seda- 
tives should be avoided even with rest- 
less patients, because it makes it diffi- 
cult to maintain adequate fluid intake. 
Frequent passive movement of all joints 
must be undertaken. The patient’s para- 
lyzed upper limb should be left outside 
the bed clothes, the lower one should be 
protected by a cradle, with care to pre- 
vent foot drop or other contractures. 

As soon as the patient becomes con- 
scious, he must be reassured, interested 
in the recovery of his paralyzed limbs, 
and encouraged to co-operate by grasp- 
ing the upper limb round the wrist with 
the tips of his fingers on the flexor sur- 
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face, and then raising it above his head. 
He should also pronate and supinate the 
forearm and extend the elbow. Later the 
easiest method of getting the patient to 
stand is to first get him sitting in an up- 
right chair facing the end of the bed; 
the patient should place his hand in a 
grip position over the rail of the bed and 
then pull himself up into the erect posi- 
tion. Not until he has mastered this 
should the attempt to walk be made, 
with a stick in his good hand. In certain 
cases a side iron or irons below the 
knee with a toe spring will be found 
useful. Small steps must be insisted 
upon. Right-sided hemiplegia in a right- 
handed individual requires re-education 
and adaptation to left-handedness for 
major operations. 


The Problem of the Ageing Popula- 
tion. 

C. Conyers Morreti, M.D. (Brux.), 
D.P.H., F.S.S., London, The Med- 
ical Press, Vol. 219, No. 18: pp. 393- 
396 (May 5), 1948. 

The old at each decade have shown 
a lower death-rate than their predeces- 
sors, a phenomenon which has been 
termed the “diagonal law.” The thresh- 
old of old age differs somewhat accord- 
ing to race and inheritance, but the aver- 
age is found to occur in the region of 65 
years. 

While at the beginning of the century 
there were 14 persons of working age 
available for the support of each old 
person, today there are only seven; the 
burden of old age upon the effective por- 
tion of the population has in fact become 
exactly doubled. The proportion of eld- 
erly people between 60 and 65 who had 
been still working, but were replaced by 
younger trained employees, has almost 
doubled since 1901. If the threshold of 
senescence could be raised by say five 
years, the burden of the workers would 
become reduced by practically one-half. 

Lately particularized research rela- 
tive to senescence has been inaugurated, 
in connection with the fundamental 
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processes of cell metabolism, nutritional 
requirements, physical environment, 
genetical analyses respecting longevity, 
and so on, at the Gerontological Re- 
search Unit at Oxford University, un- 
der the direction of Dr. V. Korenchev- 
sky. 

Statistically considered, it is proba- 
ble that the conquest of aging will, by 
postponing the age at death among the 
old, bring about a slight increase in 
their proportion ; this increase, however, 
will be largely compensated for by the 
fact that those will survive as virile and 
useful members of the community until 
reaching their natural span of life, who 
otherwise would have died earlier. The 
curious paradox presents itself, that the 
burden placed upon the younger part of 
the population will be lessened by in- 
creasing, rather than by decreasing the 
proportion of the aged, because the 
number of ineffective dependent aged is 
thereby reduced. 

Geriatrics, apart from customary 
treatment of disease, is also concerned 
with the balance of intake of vitamins 
and particularly with the decreased 
functioning of the ductless glands, the 
liberated hormones of which, possibly 
by the body fluids, control and co-ordi- 
nate the vital functions of various or- 
gans and tissues, and upon which large- 
ly depend resistance to disease, stamina, 
and longevity. It is, however, stressed 
that hormone therapy produces its re- 
sults by stimulating worn-out endocrine 
glands, and in consequence cannot be 
regarded as an entirely satisfactory 
means for prolonging mental and phys- 
ical vigor in the aged, because of the 
stimulation being often very transitory. 
The main thing is to achieve non-de- 
generation of organs and tissues. 


Revised Perineal Prostatectomy; 
Extraurethral and Extravesical 
Procedure. 

ALBERT FE. GOLDSTEIN, 
Urology, 57 No. 6: 1145-1157 
(June) 1947. 

A modification of Young’s perineal 
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prostatectomy is offered in selected 
cases. This modification consists of re- 
moving the prostatic adenoma extra- 
urethrally and extravesically, without 
opening the urethra, excepting for the 
urethrotomy incision for the tractor. 
Every effort is made for careful dis- 
section so that the urethra can be pre- 
served, This type of operation was done 
in 36 cases. It serves its purpose best 
in cases in which there are only lateral 
lobe and small medium lobe hypertro- 
phies. The use of a urethral catheter 
in the bladder without any perineal 
bags, together with a small pack for 
the control of oozing of blood, permits 
a primary closure of the wound in over 
60 per cent of the cases. The perineal 
wound closed under 17 days in over 
77 per cent of the cases under consid- 
eration. 

Very little bleeding is encountered 
in this dissection, which also tends for 
early closure of the wound. The larg- 
est percentage of cases have no perineal 
urinary drainage if the urethral catheter 
is left in for a period of ten to twelve 
days. Total urinary incontinence was 
entirely absent, while in five cases par- 
tial incontinence was present during 
from 3 to 45 days. The average post- 
operative hospital stay was 22.6 days, 
but could be considerably reduced if 
the patient had sufficient confidence 
that his after-care could be handled just 
as well away from the hospital. The 
flow of urine returned to normal with- 
out any diurnal or appreciable nocturn- 
al frequency. 

While there were several complica- 
tions which were not serious, the only 
one giving concern to the authors was 
a case of rectoperineal fistula which, 
however, healed spontaneously. 

The total mortality was reduced 
considerably over other perineal meth- 
ods which had been employed by the 
author at times. In this series of 36 
cases, there was a mortality of 2.8 per 
cent against a higher percentage in 
other perineal methods applied. 

Bibliography of 12 references. 

































‘JOINT RELIEF —WEEKLY 


Cutter Formula B. |. P.* | 


there’s 





While no arthritis therapy can be effective in 100% of cases 
‘joint relief? for both patient and doctor when chronic sufferers are 
relieved of symptomatic pain. 

Cutter Formula B.I.P. (Bacterial Intravenous Protein) provides a safe, 
adjustable method of desensitization in small graduated weekly doses. 


@ Each weekly B.I.P. intravenous injection adapted by physician 
to individual thresholds of tolerance, controls possibility of 


reactions. 


@ Necessary weekly office or home visit permits close observation 
of patient’s general condition and response to other therapy. 


@ Progressive rehabilitation allows patient to continue normal oc- 


cupation, with an increased sense of well being and reassurance. 


@ Medical economics of B.I.P. therapy need not be a burden to 
chronic cases— small repeated dosage reduces material cost of 
the weekly injections. 


Cutter Formula B.I.P. offers a safe, adjustable method of relieving 
pain or muscular stiffness in a sufficiently large percentage of cases 
to warrant serious consideration for the ‘joint relief’ of your chronic 
arthritis patients. 


*Trade Name for Cutter Formula B.1.P. 
(Bacterial Intravenous Protein) supplied 
in 5 cc. and 20 cc. rubber stoppered vials, 





CUTTER LABORATORIES + BERKELEY 1, CALIFORNIA 
23A 





















GIVING MILK THE GREEN LIGHT! 


SHEN the older patient 
will not, or cannot, 
drink milk, let the 
magic of rennet powder 
or tablets transform it 
into deliciously flavored, tasty, 
easily digested rennet desserts — 

and watch the red light of milk 

refusal quickly change to the green 

light of eager acceptance! The tempting, 
nutritious goodness of these uncooked 
custard-like milk desserts not only provides a 
welcome variety of color, flavor and texture 
to tempt the appetites of geriatric patients 
... but lessens the burden of aging 
gastro-intestinal systems .. . and is 
particularly relished by the edentulous. 


Make Rennet Desserts with either: 


“Junket” Brand Rennet Powder 
— already sweetened, in six popular flavors. 





“‘Junket”’ Brand Rennet Tablets 


— unsweetened, unflavored. 


“JUNKET” BRAND FOODS 


Division of Chr. Hansen‘s Laboratory, Inc. 
LITTLE FALLS, N. Y. 


“JUNKET” is the trade-mark 
of Chr. Hansen‘s Labora- 
tory, Inc. for its rennet and 
other food products, and is 
registered in the United 

| States and Canada. 
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Physical Medicine in the Care of the 
Aged and Chronic Sick. 

ALan Sropparp, M.B., The British 
J. of Physical Med., 11 No. 1: 10-13 
(January-February) 1948. 

The tendency to keep elderly pa- 
tients in bed should be counteracted 
by positive rehabilitation and physical 
methods of treatment, because “bed is 
a dangerous place for the elderly,” as 
pointed out in a leading article in the 
Lancet. It is inadvisable to allow a 
patient to remain in bed longer than 
absolutely necessary or to order 100 
per cent rest except when it is impera- 
tive. Even then, the patient should not 
remain in one position too long. If at 
all possible, a series of exercises should 
be done daily, preferably with the 
whole ward joining in, and should be 
conducted by a physiotherapist, who 
should see that the shoulder-joint, at 
least, is put through its full range of 
movements daily. Diversional and oc- 
cupational therapy should fill a fair 
proportion of each day. 

In hemiplegia the usual trend is for 
recovery ; we must foster this improve- 
ment and give the patient all our en- 
couragement. With osteoarthritis the 
trend is by no means always progres- 
sive deterioration. Even in the worst 
cases much can be done to mitigate 
suffering. 

As soon as practicable, patients 
should proceed from individual exer- 
cises to those among groups of patients, 
preferably those with similar condi- 
tions, to stimulate interest and com- 
petitive spirit. Individual attention 
may, of course, run concurrently with 
group exercises. For hemiplegics, group 
exercises for co-ordination are of spe- 
cial value. The patients start with 
coarse movements and later progress to 
finer movements: at first assisted arm 
and leg movements; alternate heel 
raising—an early walking exercise; 
using a football, spinning and boun- 
cing it with the affected hand; us- 
ing a tennis ball for gripping, boun- 
cing and knocking; punching a medi. 
cine ball across the floor with the 
affected leg. Also Frenkel’s exercises 
for co-ordinating hands and feet, with 
eyes open and later closed ; chair exer- 
cises, standing and sitting; standing 








Cu/-Come?d. for your [ esirwr! 
; Gerber’s Strained and Junior Meats... 


wm 


e Outstanding for flavor, texture, Strained and Junior Meats are all-meat 
color. — with natural meat juices. All are one 
moderate price! 














Beef, Veal, Liver! 


ARMOU 


e Low in fat, Gerber’s Meats aver- 

age 3.4%. New sources for important amino 
acids. Tempting, tasty meats prepared 
from government-inspected cuts. Readily 
assimilated, Gerber’s Beef, Veal and Liver 
e Economical! No waste! Gerber’s are strained or uniformly particulated. 


e Extra convenient! No scraping, 
no cooking! Ready to heat and eat. 


For complete analyses and ad- 
ditional information, write to 
Gerber’s, Dept. JG11-8, Fre- 


erber’s ”””” 


FREMONT, MICH. OAKLAND, CAL. 


3 Cereals °* 20 Strained Foods * 15 Junior Foods °* 3 Strained Meats ¢* 3 Junior Meat: 
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against wall bars, gripping with the 
hands and raising on to the toes, and 
finally heel-and-toe walking. The ses- 
sion may be closed with skittle games. 
Bibliography of 2 references. 


Aged Sick Nursed at Home. 
Tuomas Fercuson, M.D. Edin., The 

Lancet, London, 254 No. 6498 (Vol. 

1 No. XI): 217-419 (March 13) 

1948. 

In the cases of a great many old 
people the formidable mass of heavy 
nursing care which they represent and 
of the difficulties inherent in their liv- 
ing conditions are often unbelievably 
bad. Some patients are in a state that 
no self-respecting society can allow to 
continue. Many of these aged patients 
could only be treated satisfactorily in 
hospitals, but there is often great dif- 
ficulty and long delay in securing ad- 
mission, alike for the comparatively 
acute and the frankly long-term case. 
Lack of adequate home care upon dis- 
charge from hospital is a common cause 
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of early breakdown, calling for read- 
mission to hospital. 

Seriously disabled people, often liv- 
ing in dreary squalor, represent the 
most compelling of all problems of old 
age. Removal to a small residential 
home of sympathetic atmosphere seems 
to be the only practicable way, even if 
it involves pulling up of roots. For 
others it is essential to develop some 
form of home-help service. It should be 
possible to organize a service of this 
kind in such a way that the home-helps 
enrolled in it are assigned duties, 
whole-time or part-time, with ailing 
old people in their own neighborhood. 
A service of this kind may be necessary 
in certain cases to supplement the re- 
sources of relatives of the aged. 

As a long-term policy, the approach 
to the welfare of senescent people must 
clearly be much more positive in out- 
look, directed to the promotion of 
healthy living, conservation of active 
interest, and prevention of invalidism ; 
but in the meantime the wretchedness of 
many decrepit old folks, dragging out 
a miserable existence, is unworthy of 
civilization. 








As a nerve sedative during the day 








prescribe one Bromural tablet every 

three to five hours. For a prompt hypnotic action give 
2 to 4 tablets at bedtime, or upon awakening during the 
night. Bromural is neither a barbiturate nor a bromide. 


ic ROMU RA e (alphabromisovalerylcarbamide) 


Council Accepted 


Available in 5 grain tablets and in powder form... 














THIS Gelatine is 
All Body- Building 


Protein 


Recommend Knox all 
protein gelatine as a 
dietary supplement 








Knox Gelatine is a wholesome, 
palatable food protein with many 
qualities that recommend it as a 
special dietary source of protein. 
It contains nine of the ten “‘essen- 
tial’’ and a majority of the twenty- 
three accepted amino acids that 
make up proteins. It has been 
shown to supplement the proteins 
of many varieties of food material. 

All gelatines are not alike. For 
instance, ready-flavored gelatine 
dessert powders contain about % 
sugar and only about % gelatine. 
Knox Gelatine is all body-build- 
ing protein; it contains no sugar, 
no artificial flavoring. So it is well 
to specify Knox by name. 


Free—Special Dietary Literature . K OC X 
At your request we shall be glad 


to mail any or all of the following 





THE HIGHEST QUALITY 




















booklets: — e 

% ‘Feeding the Sick and Convalescent” (s ¢ | a t 1 Nn © 

%& “Peptic Ulcer Dietary’’ U.S. P. 

%* “The Diet in Colitis and Digestive Disorders’’ 

3 “Feeding Diabetic Patients’’ All Protein — No Sugar 


% “Reducing Diets and Recipes’’ 


Address Knox Gelatine, Dept. K-6, 
Johnstown, N. Y. 


—No Flavoring 
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Future Plans on the Care of Old 
People. 


EK. L. Strurpere, O.B.E., M.R.C.S,, 
The Medical Press, London, 110 No. 
5687 : 403-406 (May 5) 1948. 
Plans for the elderly must show not 

only a proper spirit of charity, but also 

an appreciation of the contribution 
which the older age groups can still 
make to the world. Not only should 


couraged to remain in their employ- 
ment, but the type and amount of 
work suitable for each individual must 
be adequately assessed. Each person 
must be considered with the proper 
appreciation of all the circumstances, 
the most important being his health. 
To retain an old person in the highest 
degree of health, a special branch of 
medicine as it affects the elderly is 
required. This means research into the 


those who are able to do so be en-_ problems of aging and into prevention 





Results of a National Health Survey indicate a large 
percentage of persons reaching 65 years of age have 
disabling digestive diseases.* In the treatment of such 
disorders, KONSYL is especially indicated because of its 
safe and gentle as well as effective action in establishing 
regular intestinal activity. KONSYL can be prescribed with 
the assurance that it will not irritate the most sensitive gastro- 
intestinal lining. Elderly patients who have had difficulty with 
bowel-movements for several years will find sharp relief 
in the easy, well lubricated evacuations KONSYL treatment 
will afford them. Send for a free professional sample today 
and test the benefits of KONSYL in your own practice. 
*Source—U. S. Public Health Service Survey showed 22.8% 


MANUFACTURERS OF 
LA. FORMULA 


CONTAINING LACTOSE, 
DEXTROSE AND PLANTAGO 
OVATA CONCENTRATE 


Burton, Parsons ¥ Co. 1515 v st., N. W., WASHINGTON 9, D. C. 











BURNHAM SOLUBLE IODINE 


For 45 years “B.S.1.” has been the favored iodine in thyroid dis- 
orders. Accurate dosage, 1 mg. iodine per drop, in glass water. 


Send for sample and dosage suggestions. 


Burnham-Soluble lodine Co., Auburndale 66, Boston, Mass. 





























Voiding residual urine from an 
infected bladder is as important 
as draining an empyemic cavity 





‘infected pool’. Send for sample 
and literature. 









NON-TOXIC UROLITHIA creates 
urinary bacteriostasis-stimulates 
detrusor muscles to empty the 


Coobbe. prarmaccuticat co. 
217 N. Wolcott Ave., Chicago 12, Ill. 
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of invalidism through chronic diseases. 
Education of medical and nursing stu- 
dents in long-term illness among the 
eldes‘y and provision of specialist ad- 
vice in hospitals is essential. Finally 
the study of the environmental circum- 
stances conducing to chronic disability, 
as well as the follow up of patients 
after they leave hospital is the business 
of medical officers of health, health 
visitors and of social workers. 

The care of old people is one of the 

most pressing and interesting of sub- 
jects. There are many problems to be 
solved—social, economic and medical 
and many difficulties to face. 
As regards housing of the aged, sin- 
gle bed-sitting rooms should be pro- 
vided in “homes” wherever possible, 
even if communal dining-rooms and 
recreation rooms are inevitable. For 
most old people, life in a home of 
their own is preferred to the best com- 
munal accommodation; through the 
“Plus Granny Flats” suggested by 
Olive Matthews an individual life for 
the old individual is achieved without 
isolation from relatives or friends. 











LONGEVITY and GERIATRICS 


All patients under personal supervision by physicians. Located in a beautiful valley in northwestern Pennsylvania, 
Accessible via United Air Lines. Admittance arranged by reservation. Minimum weekly rate $50.00. 


Address: EXECUTIVE OFFICE, 35 CONGRESS ST., BRADFORD, PA., OR 
FAIRVIEW HOSPITAL, DEGOLIA, PA. 


BOX 66 ° PHONES 5216 OR 5648 
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Intravenous infusion is “very often complicated by 
thrombosis’”* of the injected vein. This damaging effect 
commonly follows injections of solutions containing 
amino acids, glucose, penicillin, sulfonamides and 
many other therapeutic agents. Obliteration of the 
vein may be “to a large extent eliminated by adding 
heparin to the infusion fluid.”* It has been recom- 
mended that heparin be added to all infusion liquids 
in doses of 1 mg per 100 cc of solution.** Larger doses 
of heparin are required with the more irritating solu- 
tions—dosage varying with the type of solution and its 
concentration. Liquaemin ‘Roche-Organon’ is the pre- 
ferred heparin of many physicians because of its 
assured potency and the extraordinary care taken dur- 
ing manufacture to safeguard against the introduction 
of pyrogens. Liquaemin provides 100 mg of sodium 
heparin in each 10-cc vial of sterile isotonic solution. 


ROCHE-ORGANON INC., ROCHE PARK, NUTLEY 10, N. J. 


LIQUAEMIN 2oparin 


"ROCHE*ORGANON’ 











LIQUAEMIN ‘Roche - Organon’ 
offers these advantages: 


Uniform high potency 
and prompt action 


Freedom from 
pyrogen reactions 


Action can be 
rapidly terminated 


Stability without 
refrigeration 


No decrease of 
blood prothrombin 


ere 


*). E. Jorpes, Heparin in the Treatment of 
Thrombosis, Oxford University Press, Lon- 
don, 1946. **P .G, C. Martin, Brit. M. J. 
2:308, 1944. 





T.M, —Liquaemin—Reg. U. S. Pat. Off. 





Theophylline Therapy 


... DOSAGE BARRIER 
REMOVED 


eo) 
SYNOPHYLATE 


Trademark 


Brand of 
Theophylline-Sodium Glycinate 


Soluble theophylline compound . . . better tolerated 
than other available theophylline compounds .. . per- 
mits doses as high as 60 grains (equivalent to 30 
grains Theophylline U.S. P.) to be given daily, with 
low incidence of nausea or other untoward effects. 
Clinical tests confirm safety, effectiveness.? 

Specify SYNOPHYLATE* wherever theophylline is indi- 
cated: bronchial asthma, either allergic or secondary to 
emphysema; Cheyne-Stokes respiration; as a diuretic 
in congestive heart failure; paroxysmal dyspnea or 
pulmonary edema of cardiac origin. 


3 Convenient Dosage Forms: 


Tablets SYNOPHYLATE. Each tablet (uncoated) 
contains 0.33 Gm. (5 grains), equivalent to 0.16 Gm. 
(24 grains) Theophylline U.S. P. Bottles of 100, 500, 
and 1,000 tablets. Tablets of 0.165 Gm. (234 grains) 
also available. 


Syrup SYNOPHYLATE. Each teaspoonful contains 
0.33 Gm. (5 grains) SYNOPHYLATE, equivalent to 0.16 
Gm. (234 grains) Theophylline'U.S. P. Bottles containing 
1 pt. and 1 gal. 

Suppositories SYNOPHYLATE, rectal. Each 
suppository contains 0.78 Gm. (12 grains), equivalent 
to 0.39 Gm. (6 grains) Theophylline U.S. P. Cartons 
of 12 foil-wrapped suppositories. 

1. Paul, W. o. and Montgomery, A. E.: J. lowa State M. Soc. 38: 237 
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| THE CENTRAL PHARMACAL CO. 


Pharmaceutical Progress Since 1904 


SEYMOUR (e) INDIANA 
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In Atonic 
Constipation: 


KONDREMUL 


—an emulsion of Mineral Oil 
and Irish Moss 


and Spastic 


Gentle Effective ness 


.. + Patient Appeal 


KONDREMUL provides a non- 
irritating, lubricating agent, sof- 
tens the fecal mass and promotes 
smooth, natural elimination. 





A gradation of treatment for all 
types of constipation is provided 
| in the three forms: 


KONDREMUL Plain eel 


ing 55% mineral oil) 


KONDREMUL with non-bit- 
ter Extract of Caseara (4.42 
Gm. per 100 cc.) 


KONDREMUL with Phenol- 
phthalein—.13 Gm. (2.2 Grs.) 
phenolphthalein per tablespoonful. 


Canadian Distributors: 


Charles E. Frosst & Co. i 
Box 247, Montreal 





Waco oo 


THE EL. PATCH COMPANY 


BOSTON, MASS. 




















be entered here? 


When examination shows that elderly patients 
should give up coffee, you know that they'll 
resist less—and find it easier not to ‘‘backslide”’ 
—if you recommend POsTUM instead. 

So, to'help you help your patients to follow 
your good advice, we’ll be happy to send them 
—with your compliments and ours—a generous 
supply of postum, free of charge. 

Simply list their names and addresses on the 
address form at right and mail to postum, Box 
57, Battle Creek, Michigan. Very promptly 
your patients will receive their free PosTuM 
... Of course, this places no obligation of any 
kind upon either you or your patients. 

* * * 

In susceptible individuals excessive use of caffein 
produces abnormal acid secretions that harmfully 
affect the lining of the stomach. Caffein also is a 
stimulant that acts on the brain and central nerv- 
ous system. While many people can drink coffee 
or tea without ill-effect—for others, even one or 
two cups may result in indigestion, hypertension 
and sleepless nights. See ‘“Caffein and Peptic Ulcer” 
by Drs. J. A. Roth, A. C. Ivy, and A. J. Atkinson— 
A. M. A. Journal, Nov. 25, 1944. 
POSTUM °::::'é 

GENERAL FOODS 
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Return to: Postum, Box 57, Battle Creek, Michigan 
any time before Jan. 2, 1949 


Offer good only in continental U.S. A. 
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PURE VITAMINS 
Products of Merck Research 





Distillation Procedure in Vitamin Production 


Thiamine Hydrochloride U.S. P. 
(Vitamin B, Hydrochloride) 


Riboflavin U.S.P. 
(Vitamin Bg) 
Niacin 
(Nicotinic Acid U.S.P.) 
Niacinamide 
(Nicotinamide U.S.P.) 
Pyridoxine Hydrochloride 
(Vitamin Bg Hydrochloride) 
Calcium Pantothenate 
Dextrorotatory 
Ascorbic Acid U.S. P. 
(Vitamin C) 
Vitamin K1 
(2-Methyl-3-Phytyl-1,4-Naphthoquinone) 


Menadione U.S.P. 
(2-Methyl]-1,4-Naphthoquinone) 
(Vitamin K Active) 


Alpha Tocopherol 
(Vitamin E) 


Alpha Tocopherol Acetate 


Biotin 








Merck research has been directly responsible 
for many important contributions to the syn- 
thesis, development, and large-scale produc- 


tion of individual vitamin factors in pure form. 


In a number of instances, the pure vitamins 
may be considered to be products of Merck 
research. Several were originally synthesized 
in The Merck 


others have been synthesized by Merck chem- 


Research Laboratories, and 


ists and collaborators in associated laboratories. 


Merck experience in the production of 
vitamins extends from the time of the original 
synthesis of the first pure vitamin, down 
through the recent isolation of Vitamin Bj, in 
The Merck Research Laboratories. 


Because most of the known vitamins have 
now been made available in pure form, effec- 
tive therapy of specific vitamin deficiencies can 
be conducted on a rational and controlled 


basis, under the direction of the physician. 





MERCK & CO., Ine. 


Manufactu ving Chemishs 





MERCK VITAMINS 


RAHWAY, NEW JERSEY 
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trying your patients’ patience? 











Swifts 


— try palatable 
Swifts Strained Meats \ 


{ASSES 






























Tempting, natural source of complete protein 


The things some patients on soft, 
smooth diets have to eat! It’s no 
wonder appetites lag. 

To perk up patients’ interest in 
food, many doctors now prescribe 
specially prepared Swift’s Strained 
Meats when soft foods are indicated 


Originally prepared for infant 
feeding, Swift’s Strained Meats are 
soft, smooth (may easily be used in 
tube-feeding), slightly salted— 
cooked to retain all their delicious 
meat flavor. Six kinds for variety: 
beef, lamb, pork, veal, liver, heart. 
Each one 100% meat, they provide 
an excellent, palatable source of 
complete, high-quality proteins and 
hemapoietic iron. These meats make 
available simultaneously all known 
essential amino acids . . . for opti- 
mum protein synthesis. Convenient 
—Swift’s Strained Meats are ready 
to heat and serve. 





‘ 4 
Meats Babies in a high-protein, low-residue diet. 
They help two ways. One, Swift’s 
1 Strained Meats taste so good. Few 
1 patients can turn down real meat 
goodness. 7wo, an excellent source 
6 varieties of B vitamins, Swift’s Strained Meats 
help restore patients’ natural appe- 
: tite for all foods. 
1 : 
1 The makers of Swift's Strained Meats invite you to 


send for your copy of ‘“‘The Importance of Protein 
Foods in Health and Disease’’—a physician’s hand- 
book of protein feeding, written by a doctor. 


SWIFT & COMPANY 


Send to: 


For patients who can 
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Chicago 9, Illinois 


own re , : ; 
Rew All nutritional statements in this advertisement are 
accepted by the Council on Foods and Nutrition of 
the American Medical Association. 
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take foods of less fine 
consistency—Swift’s 
Diced Meats offer tender 
morsels of nutritious meat 
with tempting flavors 
patients appreciate. 
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nae RGICALLY, and during convalescence 
in general, candy is a welcome “bright spot” 
in the sickroom. 

First of all, it gives the patient a psychic stimu- 
lus which few other foods can give. For candy is 
more than merely food—it embodies a bit of the 
joy of living which every physician desires for 
his patient, which every patient needs to hasten 
recovery. 

Second, the sugars in candy are readily utilized 
and calorically valuable, at a time when calories 
mean so much in the therapeutic regimen. 

Third, many of the confections appreciated in 
the sickroom are those in the manufacture of 
which fruits, eggs, milk and cream are used. To 
this extent they contribute biologically adequate 
protein, vitamins, and minerals. 


COUNCIL ON CANDY oF THE 





1 NORTH LA SALLE STREET + CHICAGO 2, ILLINOIS 
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(FRANKFURTERS, BOLOGNA) 


COMPLETE B VITAMINS FOOD 
KIND OF MEAT PROTEIN THIAMINE (B,) | RIBOFLAVIN (B,) NIACIN IRON 
EXCELLENT | EXCELLENT FAIR EXCELLENT | EXCELLENT 
EXCELLENT FAIR EXCELLENT | EXCELLENT | EXCELLENT 
EXCELLENT FAIR GOOD EXCELLENT | EXCELLENT 
& EXCELLENT G00D G00D EXCELLENT | EXCELLENT 
VEAL 
a EXCELLENT | EXCELLENT | EXCELLENT | EXCELLENT | EXCELLENT 
MEATS 
(LIVER, HEART, KIDNEY) 
EXCELLENT 6000 G00D G00D EXCELLENT 
SAUSAGE 














ALL VALUES ARE BASED ON COOKED MEATS... MEAT ALSO SUPPLIES SIGNIFICANT AMOUNTS OF COPPER AND PHOSPHORUS 


While its high content of biologically com- 
plete protein ranks meat among man’s best 
protein sources, its contribution of many more 
indispensable nutrients further enhances its 
over-all desirability in the daily dietary. 

As is readily seen in the chart above, every 
kind of meat is an excellent source of high 


quality protein and of iron. Meat further sup- 
plies significant amounts of the three B com- 
plex vitamins, thiamine, riboflavin and nia- 
cin. Certain cuts and kinds of meat are, as a 
matter of fact, among our richest food sources 
of thiamine and niacin. All meat, regardless 





of grade or cut, makes these contributions. 


Due to the excellent digestibility of meat— 
from 96 to 98 per cent—the metabolic avail- 
ability of its protein and other nutrients is 
virtually assured, making it particularly valu- 
able in many disease conditions in which 
these nutrients are especially needed. 


AMERICAN MEAT INSTITUTE 


Main Office, Chicago... Members Throughout 
the United States 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association, 
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In iron deficiency anemia, iron—and iron alone—produces 


optimal hemoglobin regeneration and prompt reticulocyte 
response. And—obviously—just as important as giving iron, 


is giving enough iron. 


As the chart below shows so clearly, Feosol Tablets provide 
more metallic iron, grain for grain, than the other commonly 
used forms of iron medication. It goes without saying 
that when you prescribe Feosol Tablets, iron deficiency 


anemia is corrected more promptly. 


Smith, Kline & French Laboratories, Philadelphia 





grain for grain, Feosol Tablets 


supply more metallic iron 








| Ferrous Gluconate—8 mg. Metallic Iron per r| 











f iron Ammonium Citrate, USP.—12 mg. MAI. per r. | 











j Molybdenum Oxide -+Ferrous Sulfate—-13 mg. ML per gr. 








ad 





Ferrous Sulfate, U.$.P.—13 mg. MI. per gr. 





FEOSOL SKF—20 mg. Metallic Iron per gr. 





Feosol Tablets 


The standard form of iron therapy 


38A 













Salt Free Dict 


need not be unseasoned 








Neocurtasal, the new seasoning agent 


for salt (sodium)-free diets, tastes and 





: looks like table salt. Patients permitted 
to sprinkle Neocurtasal to suit their 
" taste follow dietary directions without 
— grudging hesitation. 2 oz. shakers and 


8 oz. bottles. ~ 


NROCURTASAL < 


sodium-iree seasoning agent 


WINTHROP-STEARNS 


a) 


NEOCURTASAL, trodemark reg. U. S. & Canado NEW York 13, N. Y. WINDSOR, ONT. 





Hand in Glove 


with Advanced Age 


There is a way to lighten the burden of nutritional 
privation in older individuals. The method is the routine 
prescription of GERILAC to supplement the diet of your 
elderly patients. This will be particularly appreciated by those 


with whom material want goes “hand in glove” with advanced age. 


At a cost of only 19¢ a day, Gerilac is all the more 
economical because it does not require mixing with milk. One 
reliquefied pint of Gerilac provides }; of the proteins, a full 
allowance of each of the necessary vitamins* and minerals, 
and 300 calories in two 8-ounce glasses of tasty drink. 
With this fortified formula of spray dried whole milk and 
skim milk, Gerilac provides a specifically designed 


economical preparation for the aged. 


GERILAG 


the pleasant complete nutritional 


supplement for the aged 


BORDEN’S PRESCRIPTION PRODUCTS DIVISION 350 Madison Avenue, New York 17, N.Y. 


*as recommended by the National Research Council 





